fo. ae 
PA C 
Sopnee 


From 
Department of Community Medicine 
Malmé6 University Hospital 
Lund University, Sweden 


COMMUNITY HEALTH CELL 


Library and Information Centre 
No. 367, Srinivasa Nilaya, Jakkasandra, 
I Main, I Block, Koramangala, Bangalore - 560 034. 


THIS BOOK MUST BE RETURNED BY 
THE DATE LAST STAMPED 


National He 
in Ugandé 


Malm6 2004 


Abstract 


Background: The Ugandan Government has aimed at creating a needs-based and peo aeed 
health care system. The means to carry out this aim have been 1) a decentralization of the healt 
sector in order to increase lower-level responsibility, accountability, and participation, and 2)a 
strong national policy formulation capacity, facilitating needs assessment and cost-effective 
prioritization. 
Aim: The aim of this study is to investigate the process of ascertaining goal achievement with 
regard to needs-based health care services and national health policy implementation in the 
decentralized health care system of Uganda. 
Population and method: The health sector of Uganda is examined from the national to the district 
level. Focus is on the process of decentralization, which includes a more efficient mechanism for 
implementing policy goals throughout the decentralized system, since traditional hierarchical 
methods of directing institutions become obsolete. In order to study the implementation process, 
the theoretical framework of new institutionalism has been employed. The several papers in this 
thesis focus on understanding the prerequisites of policy implementation in a decentralized system. 
In the final paper, the outcome of a full-scale policy implementation trial is assessed and 
interpreted against the background of the previous studies. The concepts of diffusion and 
translation have been adopted from the theoretical framework of new institutionalism in 
organizational theory, and are used as tools in the analysis. 

The methods employed for data collection in different parts of the study have been interviews, 
questionnaires, focus group discussions, and document analysis. 


Results: Financial decentralization was studied under the assumption that districts would prioritize 
health care financially in implementing the new national health policy. It was, however, observed 
that this was not the case. 

As the Sector-Wide Approach Process (SWAP) was studied, it was observed that, while the 
policy formulation capacity of the Ministry of Health (MOH) (which is no longer supposed to 
focus on detailed health systems planning as in the past) became stronger, the central level had 
difficulties in maintaining efficient interaction with those responsible for implementation. This had 
resulted in an increasing gap between the centre and the periphery. 


The adoption of new policies, paradigms, and strategies, such as SWAP, the restructuring of the 
MOH, and the formulation of a new health policy, has strengthened ties with the global 
institutions. Sharing paradigms and values has probably further promoted a the independence of 
the MOH. Also studied was the application of two normative rationalist instruments, Burden of 
Disease (BOD) and Cost-Effectiveness (CE), intended to implement national health policy 
priorities at a district level. This application was a failure. 


Discussion: The increasing decentralization of the health care system in Uganda during the period 
studied has not been followed promptly by the implementation of a global national health policy 
necessary for a decentralized system. It appears as if the government assumed that new health 
policies could be implemented by means of a fairly uncomplicated process of diffusion. However, 
an analysis of the near total failure of the BOD/CE initiative shows that implementation of policy 
in the decentralized system in Uganda is complex and must be understood as a misdirected 
translation process whose prerequisites were lacking. 

The main factors that have inhibited the adoption of a new policy and have crated a gap between 
centre and periphery have been different values, the absence of a common frame of reference, and 
the lack of government support. As a result, local obligations and loca}-accountability have been 
the main factors guiding the translation. Page LEY anu ‘3 
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The head won't get far without its feet 


Eastern Central African proverb 
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The problem 


According to contemporary sources, the general health status in Uganda, as well as 
the quality of health services, is poor. The present situation is the result of a 
worsening during the 1990s. The government has addressed the issue of poor health 
and a dysfunctional health care system by undertaking an extensive decentralization 
of the whole public sector and the adoption of a new national health policy. 
Considerable funds have been expended in trying to make these reforms work. The 
present thesis is an examination of the actions taken to improve public health and 
those factors that have been impediments in this process. 


Personal point of departure 


Since I became interested in health planning while studying medicine some three 
decades ago, I have been fascinated by the fact that even the most careful planning 
can unexpectedly lead to results other than intended goals. In the health sector, 
failure to achieve one’s goals is generally perceived as a personal failure for those 
involved in planning. In areas other than public health, as, for example, in the social 
or political sciences, an implementation failure is seen as an issue requiring further 
research rather than a human weakness. Historians often analyze ambitious plans 
that have failed, although those responsible for health policy and health planning do 
not seem to take this approach. 

Until a decade ago, the international literature on health policy dealt almost 
exclusively with substantive content. The policy formulation process was viewed as 
a rather mechanical action, and implementation was not even seen as an issue. 
Eventually, the variables of process and context were added to the content of the 
policy formulation (e.g., Walt 1994). Health policy was increasingly considered a 
political issue, and elements of social and political science were appropriated. Over 
time, the debate on policy formulation has primarily dealt with external processes 
and power, but cross-fertilization among practitioners in health policy (planning 
and management on one side, and social and political scientists on the other) has 
yet to result in planning for optimal health. Debate is still characterized by a lack of 
empirical evidence deriving from the implementation level. Actual implementation 
is still largely taken for granted, instead of being viewed as an issue that needs to be 
studied and fed back into the policy formulation process (Walt 1994, Jénsson 
2002). 

When I came to Uganda in 1996, I became involved in the initial capacity- 
building process of a health care system that had largely collapsed. My overall task 
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was to ensure that basic health services were provided throughout all the districts of 
Uganda; to see to it that available resources were put to the best possible use; and to 
improve the management process at the MOH, as well as at lower levels. My 
previous job assignments in Zambia (1990-1993) and Ethiopia (1994-1996) had 
been as a technical advisor to the respective MOHs. In Uganda, this role was 
expanded to include planning and management at local level, which put me in a 
unique position to closely follow the decentralization process from the central 
down to the district and even lower implementation levels. This thesis will 
highlight some of the policy implementation problems that were encountered in 
Uganda, in the hope that it may help improve future implementation management, 


in that country and elsewhere. 


Policy implementation 


Policy formulation and implementation are processes that take place in a context. 
These processes and contexts can change the substantive policy content (Walt 
1994). The same is true of policy implementation. To determine whether 
implementation is a rational process, the meaning of rationality must be defined. In 
the 1960s and early 1970s, a strong rationalistic tendency tried to convert politics 
into an almost scientific enterprise (Pressman & Wildavsky 1973; Vedung 1997). A 
whole spectrum of ‘scientific’ methods like zero-based planning, programme- 
budgeting, cost-effective analysis and strategic planning were developed to replace 
short-sighted rules of thumb that had been used to manage social problems. The 
most far-reaching manifestations of this period have been referred to as “radical 
rationalism” (Wittrock & Lindstrém 1984), and even “naive rationalism” (Hayek 
1974; Popper 1978), as opposed to “critical rationalism”, which elevates both 
unexpected side-effects or reverse effects to the heights of rationality (Vedung 
1997). 

Rationality can be defined as “the quality of being consistent with or based on 
logic’ or “the state of having good sense and _ sound judgement” 
(www.hyperdictionary.com). Logic, good sense and sound judgement, however, 
mean different things to different people, and are subjective values. “Rationality is 
concerned with the selection of preferred behaviour alternatives in terms of some 
system of values whereby the consequences of behaviour can be evaluated” (Simon 
1997). What is rationality to one person may not be so to another. One connotation 
of the word “rationalist” is a “false reasoner” (www.webster-dictionary.org). The 
question that must be posed is: Whose rationality counts? 

In my endeavours to strengthen health policy implementation in Uganda, I 
concentrated increasingly on identifying those factors that could facilitate the 


implementation of health policies of all kinds, and which factors could restrain the 
same processes. 
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This thesis is intended to present empirical data from a series of comprehensive 
reforms in order to demonstrate how these came to play against each other in 
unexpected ways, and to analyze why this happened. 


The case of Uganda: what general conclusions 
can be drawn? 


Since the current Ugandan Government came to power in 1986, one of its priorities 
has been to create a needs-based and cost-effective health care system (MOH 
1999c). In order to do this, two main strategies have been applied: 


1) a decentralization of the health sector in order to increase responsibility, 
accountability, and participation on the lower level 


2) a strengthened national policy formulation capacity, based on needs 
assessment and cost-effective prioritization 


As an eastern Central African nation, Uganda faces many challenges with regard to 
its living conditions — health being one of them. The government of Uganda 
(GOU) undertook a vast reform of the public sector in the 1990s. It included one of 
the most radical and comprehensive decentralization programmes ever attempted 
on the African continent. This decentralization has led to a strong, well-structured 
government system on the local level, which in turn provides a dynamic basis for 
further reforms and the expansion of social services, including health. 

Uganda has become a laboratory for social experiments and reforms, many of 
them advocated by international organizations and bilateral donors, and accepted 
with general enthusiasm by the Ugandans. As the environment for reform has been 
favourable, changes have probably occurred faster than they would have in many 
other countries. Also, by virtue of its well-established system of local government, 
Uganda differs from other low-income countries in Africa and elsewhere. Still, 
there are similarities that make generalisations of findings in the Ugandan context 
relevant to other low-income countries. 

Uganda has gone from a period of civil war and genocide to one of stability, 
openness, and relative peace, and has grown economically over the last decade. It is 
one of only two countries in sub-Saharan Africa where the incidence of HIV is on 
the decline. The environment in Uganda offers an opportunity to obtain ‘thicker’ 
(Geertz 1973) or more concentrated, richer, data. One might say that the soil in 
Uganda is very fertile, not only for crops, but for social experiments as well. 
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General aim 


The aims of this study are a) to investigate the process of strengthening needs-based 
health care services by implementing a decentralized national health policy in 
Uganda, b) to identify possible impediments to achieving the such a goal, and c) to 
examine the usefulness and limitations of selected theories (i.e., diffusion and 
translation of ideas) in the context of policy implementation and health sector 


reform. 


Specific aims 


1) to investigate how the decentralization of power has influenced a district’s 
health allocations, and the justifications given; 


2) to investigate how the SWAP process has influenced the power relations in the 
health sector, particularly between the central and peripheral levels; 


3) to investigate how the restructuring of the MOH has influenced its relationship 
with the districts; 


4) to investigate how the introduction of new health policies, paradigms, and 
strategies has influenced relationships between (a) the MOH and the global 
expert community, and (b) the MOH and the implementation level; 


5) to investigate whether district health budget allocations and actual expenditures 
for health services followed the BOD/CE district analysis, and the impact other 
justifications have had on budgeting and expenditures in the districts. 
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Setting, theory, study design, 
and methods 


Demography and geography of Uganda 


Uganda is a landlocked country, situated on the Equator just north of Lake Victoria 
in eastern central Africa. Its neighbouring countries are Kenya, Tanzania, Rwanda, 
the Democratic Republic of Congo, and the Sudan. Uganda has a total area of 
approximately 236,000 sq. km. The current population is estimated at 25 million, of 
which more than half are below age 15. The average life expectancy at birth is 
estimated at 42 years. The annual population growth rate is about 3.1%. 
Approximately 85% of the population lives in rural areas, with the majority 
working in the agricultural sector at subsistence livelihoods dependent on seasonal 
rainfall. The industrialized sector remains poorly developed, particularly outside of 
Kampala, the capital. 

With the coming of a new government in 1986, Uganda has embarked on a 
route of expedited economic development, its goal being to achieve macro- 
economic growth and relatively broad-based stability in a short time. The Gross 
Domestic Product has expanded at an annual rate of over 7% from 1990 onwards, 
while inflation has remained at less than 5% annually. Despite impressive recent 
statistics, Uganda it is still among the poorest countries in the world, with a per 
capita gross national income of USD $249 per annum (UNDP 2003). 


Brief history of Uganda 


The Uganda Protectorate was established in London in 1894 as a result of 
competition between the colonial powers—Britain, France, and Germany—for 
control of African territory and the Nile. When the protectorate gained 
independence in 1962, the process was a peaceful one, but conflicts were implicit in 
the foundations of the state. Uganda’s first Prime Minister, Milton Obote, ascended 
to the presidency by means of a coup in 1966. This event was followed by twenty 
years of unrest, civil war, and genocide. Coups succeeded one another, and the 
cruelty and bloodshed during the regime of Idi Amin (1971-1979) and the second 
regime of Milton Obote (1980-1985) reached levels that echoed throughout the 
world. 

It was not until the current president, Yoweri Kaguta Museveni, seized power in 
1986, that peace was returned to the country. The period since 1986 has been 
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characterized by political stability, democratization, and economic growth (Vilby 


1998). 
An extensive programme of reforms in t 
democratization process, have been carried out during 
the government, reorganization and restructuring of th 
recovery programmes, privatization, demobilization of the army, 


reform (Villadsen 1996). 


he public sector, all part of the 
1990s: decentralization of 
e civil service, economic 
and constitutional 


Political and administrative organization 


Political decentralization of the government of Uganda dates back to the war of 
liberation, fought between 1981 and 1986. During the war, the National Resistance 
Movement (NRM) introduced a system of elected councils that governed at various 
local levels in the areas under its control. The people were thereby given the 
opportunity to elect leaders among themselves, setting in motion a process of 
democratization leading toward a civil society in a country that had witnessed years 
of tyranny and strife (Kisakye 1996). A hierarchy of representative councils was 
subsequently established throughout Uganda. Most influential have been the district 
and sub-county levels, both of which have directly elected their own Local 
Councils (LCs). Each level also has an administrative head, with a separate line of 
command. 

In 1996, the country was divided into 39 districts in which populations ranged 
from 17,000 to almost 1,000,000 (Rwabwoogo 1995). The number of districts was 
increased to 45 in 1997 (Rwabwoogo 1997). There is no intermediate level of 
administration between the district level and the centre. Each district consists of 
counties, which in most cases are also electoral constituencies. A county is divided 
into sub-counties, a sub-county into parishes, and a parish divided into villages, as 
shown in Fig. 1 (Government of Uganda 1995). 


Decentralization 


Decentralization reforms involved three main components: political, administrative, 
and financial decentralization (Villadsen 1996). Political decentralization was based 
on the Resistance Councils (RCs), later renamed Local Councils (LCs), and was 
implemented throughout the country immediately after the NRM government was 
formed in 1986 (Resistance Council and Committees Statute of 1987). 
Administrative decentralization was gradually introduced from 1993 on with the 
Local Government Statute (Uganda Gazette 1993), and comprised new 
administrative structures with a non-subordinated, comprehensive, and judicially 
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Figure 1. Political and Administrative Levels in a Ugandan District 


accountable local administration. Financial decentralization was carried out in 
phases with the introduction of an unconditional block-grant to each district in 
conjunction with the ‘ntroduction of locally-approved budgets. In the Constitution 
of the Republic of Uganda (1995), the system of local government was further 
consolidated, and the process continued with the adoption of the Local 
Governments Act of 1997. 

Decentralization has transferred all political and administrative authority from 
the central government to the local government authorities, including the power to 
approve district budgets (Kisubi 1996). The function of the central government has 
thus been directed exclusively to policy formulation, planning, inspection, 
management of national programmes and projects, security, defence, and foreign 
policy. The responsibility for the delivery of health services now lies within the 
districts. The role of the line ministries is to formulate policies and guidelines, 
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al supervision, set standards, and carry out inspections to ensure 
It also includes logistical support as needed. . 

hind decentralization has been the top political 
e devolution of power to lower levels as a 
d state. The process has been strongly 
ho have obtained more control 


provide technic 
appropriate quality. 

The major driving force be 
leadership, which has seen th 
counterweight to the previously centralize 
supported by local politicians and administrators, w 


over decision-making at the local level. 
The civil service, including the MOH, has had very little say in the 


decentralization process. Having been presented with a fait accompli has made it 
difficult for many civil servants on the central level to accept and support the 


governmental reforms. 


The local government 


Whereas technical officers on the district level had considerable say vis-a-vis local 
political leaders in the old, centralized system, the situation changed with 
decentralization. In principle, power has been effectively transferred from the 
technical domain on the central level to the political domain on the district and 
lower levels. Technical staff are in favour of independence from the centre, but at 
the same time are not comfortable with their new proximity to local political 
leaders, all of whom have become very influential. Politicians are unambiguous in 
favouring the decentralization, as their own autonomy gives them more power over 
resources at the local level (Lubanga 1998). 

Each district government now consists of a District Local Council (LC-V), 
headed by its directly-elected chairperson, as its legislature, and the Chief 
Administrative Officer (CAO) and her staff as its executive branch. There is also a 
Resident District Commissioner (RDC) appointed by the President to handle 
matters of national importance, such as security, and to monitor the implementation 
of government programmes and projects. Former central government departments 
that operated on the district level are now integrated units headed by the LC-V and 
supervised by the CAO. 

. Each district has the power to employ, discipline, and dismiss staff through its 
District Service Commission. However, for purposes of uniformity, the Public 
Service Standing Orders, issued by the central government, still govern the 
conditions of service country-wide at the district level. 

The central government continues to provide block grants to the districts for 
services planned for and delivered by the districts. These block grants have 
replaced a system of earmarked votes determined by the Ministry of Finance. Block 
grants were introduced in a phased manner and, since fiscal 1996/97, all districts 
receive them. Several conditional grants have been instituted for specific purposes, 
such as primary health care. In practice, the allocation of funds to the districts does 
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not correspond to the actual commitments made by the central government on 
behalf of the districts. Out of a recurring national budget for fiscal 1998/99, only 
34.9% was allocated to the districts. In addition, the relative size of unconditional 
grants (as compared to conditional) declined from 25.6% of the local budgets in 
1996/97 and 26.3% in 1997/98 to 22.8% in 1998/99 (ULAA 1998). 

Thus, the central government still has financial power that affects the districts, 
leaving a considerable discrepancy between the formal powers given to the districts 
by the Local Government Act and the financial means to exercise them. The local 
revenue base is also very small, as the lion’s share of the income comes from the 
central government. 

Since fiscal 1993/94, the LC-V has become the main budgetary unit in each 
district, local governments being no longer required to forward their budgets to the 
central administration for revision and approval. However, thus far only the 
recurrent expenditure budget had been decentralized during the period studied 
(1996-2001), with decentralization of the capital or development budget still under 
discussion. 

Applying the definitions of the “public administration approach” (Rondinelli & 
Cheema 1983), decentralization of the public sector in Uganda can be described as 
a devolution, i.e., a shifting of authority away from the central level of Government 
to local administrative and political structures of the government. Formal power has 
thereby been transferred to lower levels in a process that is continuing with the 
increasing involvement of parish and village level councils in local planning and 
decision-making. 

The districts are responsible for the most expensive services in the social sector, 
such as health. Tax and revenue collection is generally poor in the districts, with 
most districts collecting less than 60% of the estimated revenue due. Some 
politicians have been reluctant to speak out for tax collection, since such activity is 
not likely to gain them votes. At the policy-making level, however, revenue 
collected locally is viewed as a prerequisite for the implementation of district 
services, including health. 

Most bilateral and multilateral donor agencies have favoured decentralization as 
keeping in line with “democratic principles” and other core values. Many have had 
prior experience with delay and inefficiency in a central government, making them 
ready to embrace decentralization. A few donor agencies have been more resistant, 
and have continued supporting traditional vertical programmes with financial 
control coming from the centre. 


Public health 


Uganda’s economic growth during the 1990s has not been followed by a 
corresponding overall reduction of mortality or morbidity. The Uganda 
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of 1995 showed that there have been very 


Demographic Health Survey 
ral mortality during the early 1990s. 


insignificant reductions in infant and mate 
Data from the subsequent Uganda Demographic Health Survey of 2000-2001 


suggests even worsening indicators of health status and health service delivery 
compared to the situation five years earlier. Infant mortality and malaria morbidity 
are on the increase, and maternal mortality remains constant at a high level, 
estimated at 506 deaths per 100,000 live births (MOH 2000a). The proportion of 
fully-immunized children has declined from AT% to 37%, and TT (tetanus toxoid) 
immunization of pregnant women shows a decline from 54% to 42%. 

In 1995/96 a Burden of Disease (BOD) study was carried out in 13 of the 39 
districts of Uganda. The unit selected for measuring disease burden was discounted 
life years (DLYs) lost due to premature death. By this measure it was found that 
75% of all DLYs are due to ten preventable diseases, with five of them accounting 


for approximately 60% of the total burden: 


Table 1 

CONDITION % 
Perinatal and maternity-related conditions 20.4 
Malaria 15.4 
Acute Lower Respiratory Tract Infections 10.5 
AIDS 9.1 
Diarrhoea 8.4 
Total 63.8 


Among the conditions responsible for the remaining share of morbidity and 
mortality are tuberculosis, malnutrition, anaemia, intestinal infestations 

trauma/accidents, skin infections, mental health disorders, and ealieasgeutar 
diseases. As apparent from the statistics above, women and children bear an 
excessively high proportion of the burden of ill health. Half of all maternal deaths 
occur at home or on the way to a health care facility and are mainly due to ruptured 
uterus, haemorrhage, sepsis, or eclampsia—conditions that could easil be 
prevented or treated successfully if detected early. The majority of the Bre ne 
die are between 15 and 24 years old. Although two-thirds of the country’s pregnant 
women attend antenatal care at least once, only 38% deliver in health ee i. 
About 10% of all pregnancies develop complications. The infant mortality rate " 
estimated at 97 infant deaths per 1,000 live births (MOH 2000a), most of which a 
due to malaria, diarrhoea, pneumonia, malnutrition, and irene diseases 


22 


Decentralization and National Health Policy Implementation in Uganda 


——EEEE——————————————— 


(MOH 2000a) for which preventive strategies or effective treatment is available. 
HIV has emerged as a major threat to public health, although its incidence seems to 
be decreasing at the present time. 


Health care structure 


At the time of Independence in 1962, health services in Uganda were the 
responsibility of both the MOH and the local authorities. Planning, budgeting, and 
providing social services have become the sole responsibility of districts since 
decentralization (Villadsen 1996). Only hospitals providing referral and medical 
training remain the responsibility of the MOH. Public sector reforms have changed 
the roles of the technical ministries at the central level (Langseth 1996a), including 
the MOH. Today the main role of a ministry is to develop policies and guidelines 
within its respective sector, monitor activities, and provide logistical support where 
necessary (MOH 1999c). In the case of the MOH, the shift of roles has been 
described as a change from a ‘ministry for hospital services’ to a ‘ministry for 
health policy development’ (World Bank 1994). 

The decentralization of the health sector is an integral part of the Ugandan 
government’s reforms. The political body governing the health sector of a district is 
the District Health Committee (DHC), whose members drawn from the LC-V. Non- 
hospital-based care is headed by the District Director for Health Services (DDHS), 
previously known as the District Medical Officer (DMO). The DDHS reports to the 
Chief Administrative Officer (CAO), who is the civil servant in charge of the whole 
district administration. The DDHS is assisted by the District Health Management 
Team (DHMT), comprising technical officers in that office. Since fiscal 1998/99, 
the management responsibilities of district hospitals have also all been transferred 
to the districts under the DDHSs. Regional and national hospitals, however, are still 
under the MOH, awaiting a decision on their managerial structure. 
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Figure 2. Network of Key Officials in the Health Sector 
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A number of reforms have taken place in line with the decentralization policy in the 
last five years. They are aimed at establishing a single, coordinated, comprehensive 
district health system. The LC-Vs now have the responsibility of providing health 
services to their local area residents, and whoever provides health services in the 
district does so on behalf of the LC-V. It is the responsibility of the DDHS to insure 
that all health care is coordinated and providers are supported. 

A recent development is the introduction of Health Sub-Districts (HSDs). These 
are functional zones within the district health system, established around an 
existing hospital or Health Centre IV, the lowest unit to employ staff physicians, 
and the lowest unit to offer elective surgery to its catchment population. The 
purpose of establishing HSDs is to bring qualified health care closer to the people. 
However, the management structures at the HSD level remain unclear and are at 
present supported by no central guidelines. 

Sub-County Local Councils (LC-IIIs) have been established and are operational 
in all districts. The planning capacity of sub-counties in different districts (and even 
within one district) varies greatly. There are also large regional variations in the 
status of health infrastructure and staffing patterns. The more affluent regions are 
found in and around the capital of Kampala, whereas the northeastern part of the 
country is least developed. On average only 49% of all households live within five 
kilometres walking distance of a health care facility, but this number ranges from 
9% in Kitgum to almost 100% in Kampala (MOH 2001). Most sub-counties have at 
least one health care unit, but only about 43% of the parishes in the country have a 
health facility within their boundaries. The infrastructure at most peripheral health 
facilities is in a deplorable state. Equipment that is in proper working condition is 
usually minimal, and essential drug supplies are not adequately managed. In 
addition, safe water is often not available at the health units. 

In practice, health facility staffing does not meet established standards. A study 
in 1999 indicated that only 34% of the existing positions were filled by qualified 
staff. In general, Health Centres II to IV have no access to electricity, but depend 
primarily on firewood, charcoal, kerosene, or gas to meet their energy requirements 
for lighting, sterilization, and refrigeration of vaccines. District and referral 
hospitals, on the other hand, are usually connected to the country’s main electrical 
grid or have generators to supply their needs (MOH & WHO 1996). 


Consequences of decentralization for the health sector 


With the shift of managerial responsibility, the recruitment, disciplining, and 
dismissal of staff are now the task of a body within the respective districts, the 
District Service Commission. Previously, the central MOH was responsible for 
deployment of health sector staff to the districts. Despite the fact that the ministry 
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of the country’s needs, the distribution of staff was very 
uneven, and peripheral districts went largely understaffed. With decentralization, 
on the other hand, posts are now advertised and districts seek out officers by a 
recruitment process. However, the inequity between peripheral and central districts 


remains a major problem. 


possessed an overview 
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Theoretical framework 


Since the traditional hierarchical steering methods (Lundquist 1987) of 
organizations have become obsolete, the process of decentralization calls for a 
more efficient mechanism for implementing policy goals throughout a 
decentralized system in which the balance between direct and indirect steering has 
changed. Direct steering occurs when A communicates what she intends B to do; 
indirect steering takes place when A affects B’s understanding, ability, or 
willingness to take action (Lundquist 1987). A hierarchical structure relies for the 
most part on direct steering methods; a decentralized one promotes an indirect 
approach. However, the two types of steering are analytical concepts that appear in 
combination in real life. 

Two other aspects of steering are useful for our analysis: reliability, how far the 
implementer acts in accordance with the decision-maker’s steering, and rationality, 
the degree to which objectives are actually achieved (Lundquist 1987, p.181). 

When it comes to implementation, the scientific literature (Hjern & Porter 1981; 
Hjern 1983) traditionally distinguishes between two perspectives: top-down and 
bottom-up. The top-down perspective envisions decisions made at the top of an 
organization, followed by a chain of steering down through the organization. Every 
link of this chain is seen as steering the following one, although the reliability of 
the steering may be limited. The bottom-up perspective begins where a benefit is 
received by the person a public organization serves. The difference between the two 
perspectives can be illustrated by their views on laws and regulations. In the top- 
down perspective, the law is the starting point for the analysis. The research issue is 
to explain how laws are implemented. In the bottom-up perspective, the issue of 
whether the law has any steering function at all is an empirical one. While the top- 
down perspective focuses on the intentions of the decision-makers, the bottom-up 
perspective concentrates on the actions of the implementers (Sabatier 1986). 

The perspective applied in this thesis can be described as a synthesis. Although 
I was based in the MOH, my counterparts were also the district officials in the 
health sector, and so I spent considerable time at the implementation level. My 
quest was to try to answer the question: “Why don’t things always turn out the way 
we (the decision-makers) want them to?” I focused on the intentions of policy and 
reform implementation at the central level, which is closely related to a top-down 
perspective, but also various factors affecting the implementation on a peripheral 
level, which is more linked to a bottom-up perspective. 

The papers collected in the thesis address the prerequisites of policy 
implementation in a decentralized system. The final paper (V) assesses the outcome 
of a full-scale policy implementation trial and interprets it against the background 
of the previous studies. The concepts of diffusion and translation from political 
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science and policy analysis are applied as instruments 1n this examination (J6nsso 


2002, Johnson 2003). . o1a) 
The spread of new ideas and skills have been characterized by early theorists in 


this area of research as diffusion, a concept imported from the natural sciences 
(Rogers 1995). An example of diffusion in this sense is when a substance dissolved 
in a liquid disperses itself into another liquid of the same kind that contains a lower 
concentration of the substance in question. In the 1920s, European anthropologists 
began using this concept to describe how innovations are disseminated in different 
cultures. In the area of policy analysis, diffusion was first discussed by Walker 
(1969) and Gray (1973). 

Later theorists, such as the philosopher and anthropologist, Latour (1986), and 
the founders of the theoretical school named new institutionalism in organizational 
theory (e.g., Meyer & Rowan 1977), have criticized such models for being too 
simplistic. The proponents of this school point to the need for a better 
understanding of the mechanisms of the diffusion process, since diffusion of ideas 
rarely takes place in a medium as homogeneous as a liquid. On the contrary, the 
diffusion of ideas usually takes place through organizational structures of a rather 
complex nature. Such structures contain components and agents conditioned by a 
heterogeneous set of aims when they encounter new ideas. The result is that such 
ideas will be viewed in very different contexts, and may often come into conflict 
with each other. They may, in turn, also initiate a negotiation stage, the translation 
process (Latour 1986). 

Latour proposed a process of social interpretation based on the notion that social 
facts have no independent meaning outside the context in which they are expressed. 
In the translation perspective it is stressed that social actors are engaged in an 
ongoing process that perpetually generates and regenerates society. A fundamental 
prerequisite is that preferences, norms, perceptions, and alternative actions are 
being constantly formed and discovered in institutional contexts, and cannot be 
separated from these. 

Policy translation can be looked upon as a process of social definition and 
interpretation, whereby the different meanings attributed to a policy affect its 
transformation. In this context, it is important to show how and of what elements a 
policy has been constructed. The translation perspective deals not only with the 
interpretation of old meanings, but the creation of new ones as well (Hacking 2000, 
Johnson 2003). Thus, we may define policy translation as “a process where 
meaning is constructed by temporally and spatially disembedding policy ideas from 
their previous context and using them as models for change in a new context” 
(Johnson 2003:239f). 

. Typical issues in the translation perspective concern the types of ideas that are 
disseminated, what happens when ideas move into organizations, and what happens 
to organizations as they receive and incorporate foreign ideas. 

Translation is not a definitive event to be carried out once and for all; rather, is 
it an open-ended one that can be continuously repeated and reinterpreted, as well as 
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encountered, by intertwined and complex societal processes. While in the case of 
diffusion the substantive content remains inert and unaffected, translation implies 
an impact on the content. 

The diffusion perspective may suffice when the different contexts are similar, or 
when there is a consensus on how policy ideas are to be interpreted. However, the 
translation perspective may be needed in contexts that significantly differ from 
those in which they have been in use earlier. A diffusion model may exist in a 
power vacuum, but the translation perspective is always related to power relations 
in society. Such power relations are seen as perpetual processes (Foucault 1978) 
that continually develop and change over time. 

The focus of the papers in this thesis is on the translation process of central 
elements in modern health policies when implemented at all levels of a public 
health system in a particular country—in this case, Uganda. It studies the 
hypothesized conflict between a technical rationality, and one dictated by the need 
for accountability on the part of mangers and staff at peripheral levels with regard 
to any sweeping changes in the health care system. 

In studies of health policy diffusion it has been questioned whether the 
implementation of such policies could really be understood solely from the 
viewpoint of efficiency. On the contrary, focusing more on the translation process, 
where different types of rationalities confront each other, often seems to provide a 
better frame of reference for studying the process (Jénsson 2002). Accordingly, 
besides the technical aspects of rationality, I hypothesize that accountability 
rationality would be an important factor in the translation process of a new health 
policy, especially at peripheral level. This applies to the agents in this process, 
represented by the leadership and personnel in the peripheral health care system, as 
well as the target population of their services. 

My focus is on the formulation, or, as the case may be, reformulation of policies 
on the national level, and then on their implementation at the health services 
delivery level. Implementation problems are often seen as technical problems rather 
than theoretical ones. In some cases this could, in fact, be a relevant and 
constructive approach. However, my impression was also that something may be 
wrong with a causal theory in its implication that rational decisions would 
necessarily result in rational outcomes and, finally, in rational impacts. My 
hypothesis would, therefore, be that failure to implement a health policy or a health 
sector reform could just as well be grounded in an inappropriate causal theory. In 
order to elucidate the substantive content and the limitations of the problem, the 
following model can be drawn (figure 3). 

In this model, the ability or inability to implement the formulated policy 
becomes the problem. It is also a question of to what extent lay people can control 
the system from the bottom up. The decentralization of the public sector provides 
ample opportunities for the local population to control government in their area 

through elected representatives. The old system of a centralized public sector was 
steered from the top down, with little if any influence from those people, 
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politicians, or civil servants at the implementation level. By contrast, the new 
decentralized system calls for a more indirect steering, with policies as a key 
instrument. Nevertheless, the strategies of participation and popular power are not 
yet fully defined. This issue will be dealt with below, particularly in Paper II. 
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Figure 3. Theoretical model 
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I came to Uganda in 1996 as an advisor to the Ministry of Health and remained 
there, in various capacities, until 2002. This thesis deals with my experiences 
during that six-year period, during which I interacted with many people at the 
national and the district level. They all had different designations, but were all 
assigned the task of delivering health services. As the implementation of health 
reforms largely took place in the districts, continuous interaction with the people at 
the local level was a sine qua non. In the research community, this approach or 
working method could probably best be described as participatory observation 
(Fetterman 1991). It implies that the researcher not only observe the people being 
studied, but participate in their activities (Borofsky 1994). I was directly involved 
in the implementation of health reforms, not just an observer. Through my work, I 
became part of the Ugandan community and was, in fact, adopted by the 
Karimojong people. The anthropologist’s task is to observe, record, and analyze a 
culture, interpreting signs and symbols to understand their meaning within the 
culture itself. This interpretation should be based on the “thick description” (Geertz 
1973) of a sign to see all potential meanings. While my own personal experiences 
constituted the nexus tying the experiences together, various other methods were 
used to gain in-depth knowledge in certain areas. 

The MOH, and in particular the Projects Coordination Office (PCO) of the 
World Bank (WB) projects in the health sector, was where I worked most of the 
time. It was a very fertile ground for information and discussion. All districts were 
beneficiaries of the projects, and visitors holding different positions from all over 
the country paid frequent visits to our office in the MOH. We visited all the 
districts regularly, as well. The interaction was close, not only with health workers 
and managers in the districts, but also with administrators and political leaders from 
the peripheral up to the cabinet level. In addition, contact with the rest of the MOH 
was very intense. Formally, the PCO was part of the Health Planning Department 
(HPD) and was the hub of most activities in the MOH, especially before 
restructuring was undertaken and the SWAP process was not yet in full swing. The 
PCO played an influential role in health planning and was also actively working to 
revitalize the HPD during the reforms. The collaboration with the Decentralization 
Secretariat of the Ministry of Local Government, a unit instrumental in Capacity- 
building parallel to the decentralization of government, was also very close, as was 
collaboration with the Ministry of Finance and Planning (MOFPED). In this 
environment, data was abundant and easily accessible. 

Incorporating an anthropological perspective also has implications for the 
overall analysis, be it of a tribe, a village, or a ministry. Anthropology uses cultural 
differences as a cultural critique and enrichment (Borofsky 1994). It stresses that 


32 


Decentralization and National Health Policy Implementation in Uganda 


possibilities beyond those we are familiar with exist for solving problems and 
achieving meaningful lives. Furthermore, it stresses that those on the margin—the 
subjugated and the disempowered— may also have an important contribution to 
make to others (including those at the centre of power). The disadvantages of using 
anthropological methods manifest themselves in comparing data and generating 
commensurate information. Anthropological data are mainly qualitative, which 
rules out statistical analyses. Quantitative studies, however, may be incorporated as 
part of a larger qualitative study. Anthropological studies generally require 
considerable time for their preparation and follow-up (Keesing 1981), and are 
mostly limited to a specific, circumscribed area. Although this study has been 
carried out in a low-income country in Africa, it is my belief that the results may be 
of relevance not only in similar African contexts, but in more affluent parts of the 
world as well. 
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The intention here has been to use as simple and few methods as possible for the 
analysis. However, the complexity of the society and objects of study require a 
corresponding degree of methodological sophistication, if a nuanced analysis is to 
result. The methodologies, according to the five papers in which they are 
employed, are outlined in table 2. 


Table 2 


oe 


Method of data 
collection 


When were the 
data collected? 


How were the 
data recorded? 


How were the 
data analyzed? 
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Interviews 
with district 
Officials 
Compilation 
of data 
available at 
MOH (district 
budgets) 
Focus group 
discussions 
with district 
Officials 


1996-1999 
1996-1998 
August— 
September 
1999 

Written notes 
Compilation 
of data on 
spreadsheets 
Written notes 


Interview 
analysis 
Face value in 
tables 
Interview 
analysis 


Overview of Methodologies 


Observation, 
participation in 
meetings at 
central and 
local level, 
interaction with 
central and 
local 
government 
officials, donor 
and NGO 


representatives, 


interviews, 
review of 
documents 
available at 
MOH 

April 1998—May 
2002 


Written notes 


Interview 
analysis 


Observation, 
participation in 
meetings at 
central and local 
level, interaction 
with central and 
local government 
officials, donor 
and NGO 
representatives, 
interviews, 
review of 
documents 
available at MOH 


1997-1999 


Written notes 


Interview 
analysis 


Observation, 
participation in 
meetings, 
interaction with 
central and local 
government 
officials, donor 
and NGO 
representatives, 
interviews, 
review of 
documents 
available at 
MOH 


1996-2002 


Written notes 
Compilation of 
data from 
documents 
available at 
MOH 
Interview 
analysis 


Compilation of 
data available 
at MOH 
(district 
budgets) 
Compilation of 
data available 
in the districts 
(financial 
reports) 
Structured 
interviews 


1996-1999 
1998-1999 
1998-2001 


Compilation of 
spreadsheets 
Compilation of 
spreadsheets 
Question- 
naires 

Face value in 
tables 

Face value in 
tables 
Interview 
analysis 
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Analysis of interviews 


In order to analyse the interviews, a few different approaches and techniques were 
used, depending on the content of the interview material, as well as the particular 
context. Initially, interviews were generally conducted until substantive saturation 
was achieved, i.e., when no (or negligible) additional information was forthcoming. 
The interviews were all conducted in English. As with all data used in this thesis, 
the load was extensive and had to be concentrated in order to retrieve the most 
exact meaning. This required shaping the data into broad categories. In one case 
(Paper V), some categories were further broken down into quantifiable entities. The 
approaches used in this thesis are all based on hermeneutical or phenomenological 
philosophy (Kvale 1996). 
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Paper | 


Financial priorities under decentralization in Uganda 


When the power to approve district budgets was transferred from the national to the 
district level, the Ministry of Finance made a shadow budget for the fiscal year 

1995/96 as a reference point from which to monitor priorities and allocations made 
by the districts. The shadow budget was a theoretical construct equivalent to the 
budget of the previous fiscal year. 

The district allocations for health in the 39 districts was studied by 
systematically retrieving data from the annual workplans the HPD of the MOH 
reviewed in order to provide feedback to the districts on technical issues. The same 
plans were also submitted to and partly financed by the WB projects in the MOH. 
They could consequently be studied systematically and compared to the situation 
before the decentralization of finances took place. The general assumption was that 
the districts, in their allocations, would financially prioritize health in order to 
implement the national health policy. 

In this study, all district plans and budgets were compiled, providing data for the 
initial phase of the study, which addressed the question of how much was allocated 
for public health. To investigate the subsequent why question (the reasons for 
deviations from the shadow budget), senior civil servants and politicians in the 
districts were systematically interviewed during visits by a team from MOH 
(including myself) over a period of three years. A series of open-ended questions 
were posed and written notes were taken. Most districts were visited several times, 
but in a few cases rebel attacks, civil unrest, attacks by foreign powers, and Ebola 
outbreaks made further visits impossible, although attempts were made. 

During each visit to the districts, a protocol was followed whereby the CAO (or 
the Deputy CAO or Assistant CAO), District Local Council Chairperson, and later 
also the Secretary for Health in the district were visited. When these officials were 
not unavailable, appointments were made with their designees. At each district 
visit, the issue of priorities in budget allocations was discussed. The Resident 
District Commissioners (RDCs), who represented the central government in the 
districts, were also interviewed in a number of districts. The arguments presented 
were systematically noted down and analyzed until it was felt that saturation was 
achieved, with no new arguments forthcoming. Statements were concentrated and 
common themes sought. The results were fed back into the interview questionnaire 
and the questions were made more precise over time. 

To obtain further information from district leaders, three focus group 
discussions were held in August and September 1999 with mixed groups of 
administrators and politicians representing 14 districts (Asbury 1995; Krueger 
1988; Ramirez & Shepperd; 1988 Morgan 1997; Krueger1997a; Krueger1997b) 
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These discussions were carried out in Masaka, Mbarara, and Jinja, and the groups 
consisted of 15, 8, and 6 individuals respectively from different parts of the 
country. The interviewees were participants in regional conferences on health 
planning and included senior district politicians and administrators who, in most 
cases, were responsible for the health services in their districts. Health professionals 
were excluded from the focus groups since the purpose was to extract the views of 
politicians and administrators. The most common arguments heard were written 
down, and the views of the politicians and administrators were analyzed separately, 
but were not quantified. The arguments presented were condensed and classified 
according to themes. Gradually, a saturation of arguments was achieved; few new 
arguments were heard in the final focus group discussion, and it was deemed 
unlikely that further discussion would generate additional information. The data 
analysis characterized above could be referred to as concentration of meaning. 

Interviews were also held with officials strategically selected from the Ministry 
of Finance (to obtain data on the shadow budget), and the Decentralization 
Secretariat of the MOLG (to acquire information on the rationale governing the 
overall budgeting priorities in the districts). These interviews were analyzed in a 
way similar to those carried out in the districts. 
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Paper II 


SWAP dynamics in a decentralized context: experiences from Uganda 


As the planning and coordination function of the MOH was weak, donors generally 
interacted directly with the technical programmes, departments, and units in the 
MOH. Some donors also provided support, either directly or through the MOH, to a 
limited number of districts. This complicated state of affairs initiated discussions 
that led to the Sector-Wide Approach (SWAP) to public health. 

SWAPs address whole sectors rather than specific activities or projects (Peters 
& Chao 1998), and relies on government procedures to disburse and account for all 
funds (Foster et al. 2000). 

The initiative to introduce SWAP in the Ugandan health sector has mainly come 
from large donors (Pavignani & Durao 1999). This paper examines how the SWAP 
process affects power relations in the health sector, and particularly the relationship 
between the central and the peripheral levels. 

This analysis is a result of closely studying and participating in the SWAP 
process from its inception. The discussions on moving from detailed project 
support to general budget support originated from the WB projects in the MOH. 
The purpose of these projects was both to build capacity to deliver health services 
and to facilitate health sector reform and policy formulation. SWAP was a logical 
continuation of these activities. In 1998, the MOH, with support from the WB and 
WHO, invited international agencies and other stakeholders to a meeting in 
Kampala to discuss the implications of SWAP. The meeting took place and was 
documented in writing, and the official minutes have been reviewed. From 1999 
onwards, regular Joint Review Missions (JRMs), with participation from 
governmental and international agencies, NGOs, and other stakeholders, have been 
held twice a year. During these missions, the development of SWAP was debated, 
along with the formulation of a new national health policy, strategic health plan, 
and a variety of related issues. As a participant, I was in a position to record the 
proceedings, taking special note of how different stakeholders presented different 
arguments. The raw data were reviewed and organized into broad categories by 
type of argument and stakeholder. The categories that emerged facilitated the 
identification of different interests and made it possible to follow developments 
over time. 
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Joint Review Missions (JRMs) on the Health Sector SWAP in 
Uganda until April 2002: 


1° IRM 28-29 October 1999 
2™ IRM 10-14 April 2000 
3 JRM 25-27 October 2002 
4" JRM 02-06 April 2001 
5" JRM 15-19 October 2001 
6" JRM 15-19 April 2002 
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I took part in all the missions, including plenary sessions and group work, until 
April 2002. The Aide-Memoires, i.e., the official JRM minutes, show the gradual 
shaping of Uganda’s health sector SWAP. Between the missions, the SWAP 
process was institutionalized through a committee, the Health Policy 
Implementation Committee (HPIC), whose members included representatives from 
the MOH and the main donors. The chair was the Director General of MOH. The 
committee, later renamed the Health Policy Advisory Committee (HPAC), initially 
met every week. I also attended some of the committee’s meetings, and was able to 
review its minutes for the period I spent in Uganda. I was also a member of two 
working groups under HPAC (Decentralization and Public-Private Partnership). 
Again, I was able to document these meetings in writing. 

The data obtained in this study were analyzed with reference to the effect the 
process had on power relations. It was assumed that, consciously or not, the various 
groups taking part represented different power interests (Foucault 1978), and so 
expressions, documents, speeches, and actions were analyzed according to whose 
interests were being explicitly or implicitly favoured. 
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Paper III 


Restructuring a Ministry of Health: an issue of structure and process 


As a part of the civil service reform in Uganda, all the national ministries were to 
be reduced in size to improve efficiency. Most ministries had grown so large since 
the time of Independence that their efficiency had been reduced (Langseth 1996a; 
Government of Uganda 1990). In restructuring the government, the task was to 
create a civil service with clear organizational mandates and objectives. Some of 
the new guiding principles were transparency, results-orientation, implementation 
of simplified rules and procedures, and the allocation of resources and budgeting 
based on clearly identified priorities. The civil service was to be smaller and its 
employees better paid (GOU 1993). 

In general, officials at the MOH were still functioning as in the past, Le., 
managing vertically-organized programmes from the central to the local level. 
Districts at this time were becoming increasingly aware of their new powers; local 
administrations no longer tolerated interference by the central government in their 
day-to-day operations. In 1997 it had become clear that it was necessary to embark 
on a restructuring of the MOH, an exercise that was to continue until mid-1999. 

Facilitating the restructuring of the MOH was one of the major tasks assigned to 
the WB projects within the MOH, where I was working at the time. My position 
facilitated the close study of the restructuring of the MOH. In this study, data has 
been collected a) through an intensive series of meetings in the MOH called by the 
consultants who proposed the new organizational structure in December 1997— 
January 1998, b) by interviews with civil servants inside and outside the MOH, and 
c) by interviews with donor representatives. A number of official documents were 
studied, including the report of the 1995 restructuring exercise, the Constitution, 
and the 1997 Local Governments Act. 

During Phase I of the restructuring exercise, which lasted from 3-15 December 
1997, I worked closely with the government’s consultants and attended the initial 
meetings with the HPD, the body responsible for consultation within the MOH. On 
12 December 1997, a session was held in which the senior management group of 
MOH was to examine the mission, objectives, and output of the MOH. These 
meetings were documented in writing, reviewed, and categorized by stakeholder. 
Further, a review of documents produced by the consultants, the MOH, other 
ministries, and donor agencies was carried out (GOU 1990, GOU 1993, MOH 
1995, MOH 1998a, MOH 1998b, MOH 1998c, MOH 1999, WB 1994a). 

Phase II lasted from 5-30 January 1998, and involved a broader section of 
participants—not only from the central MOH, but from hospitals, donors, and 
NGOs as well. On 8 January, a large group of senior management officials attended 
a workshop to discuss how to proceed. During the following weeks a number of 
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meetings were held at the MOH on the same topic, with donor agencies also 
involved in the discussions. At issue were the consultants’ proposals and the 
presentation of a final report on the restructuring. Once again, I attended and 
documented all of the sessions in writing. Discussions were also held with a large 
number of district officials during field trips to different parts of Uganda, and these 
discussions were also documented in writing. 

In analyzing my written notes, I attempted to organize statements according to 
narrative stories told by different types of stakeholders (technical officers at the 
district level, health planning officers at the MOH, top management officials at the 
MOH, and others). The idea was to visualize their different lines of reasoning. 
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Paper IV 


The global/local dilemma of a Ministry of Health: a case study from 
Uganda 


The development of a new national health policy for Uganda for the period from 
1999 to 2009 began in 1996; the policy was approved by the cabinet in 1999. The 
new policy signifies a transition from emergency relief operations within the health 
sector to a social development perspective on health (Ministry of Health 1999a). 

This paper is based on participatory observations while at the MOH. My work 
was conducted centrally as well as in the districts. I took an active part in a series of 
meetings related to policy formulation—from the Annual Health Review of the 
Quality Assurance Programme of the MOH in November 1996 (when discussion 
began on a new national health policy), to meetings on policy implementation, 
SWAP, Public-Private Partnership, and other key issues over the course of several 
years related to health sector reforms and to the new national health policy. Some 
of these meetings were organized by temporary task forces. Others had a more 
regular structure and long-term mandates. Again, one of my key tasks remained to 
act as a facilitator in the process of health sector reform, especially in matters 
related to a decentralized health care system. 

Interviews were held with key officials inside and outside the MOH, as well as 
with donor representatives. Further, reviews of documents produced by the MOH 
(MOH 1995, MOH Ethiopia 1996, MOH 1996a, MOH 1996b, MOH 1998a, 1998b, 
MOH 1998c, MOH 1999a, MOH 1999b, MOH 1999c, MOH 2000a, MOH 2000b, 
MOH 2000c, MOH 2000d), other ministries (MOFPED 1998), donor agencies, and 
representatives of NGOs were conducted (WB 1994a, WB 1994b, WHO 1999, 
WHO & MOH 1998). Interviews were also held with a large number of district 
officials during field trips throughout Uganda. As stated earlier, all districts were 
visited at least once, and most were visited several times. 

Extensive studies were conducted of the health budget at the central and at 
district levels, as well as of actual expenditures. Information on both of these 
matters was obtained from the MOH as well as from the MOFPED. While the 
district budgets were available at the MOH, determining actual expenditures 
required travelling to the districts, and in most cases also assistance from auditors. 
As part of my assigned duties, I reviewed all of the annual district workplans, 
which also contained the respective budgets. A review was also specifically carried 
out regarding documents on the Essential Drugs Programme in Uganda (Adome et 
al. 1996, McPake et al. 1998, Danish Red Cross 1999), 

All interviews were open-ended, and were initially composed of rather broad 
questions. Gradually, a saturation of data appeared, usually after asking the same 
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questions about three times. New issues that arose were included in the 
questionnaire, sharpening its focus. 
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Paper V 


Application of Burden of Disease/Cost-Effectiveness Analysis as an 
instrument for district health planning: experiences from Uganda 


The application of normative rationalist instruments such as BOD in combination 
with CE was studied. It was assumed that these instruments would facilitate the 
implementation of national health policy priorities at the district level. This study 
follows a three-level methodology. 

Firstly, the outcome of the BOD/CE study was examined. Budgeting for each 
programme area was investigated in all 13 districts that participated in the BOD. 
The baseline was the budget for fiscal 1995/96—the year when the exercise was 
carried out. A concrete budget had been made prior to the actual study. The budget 
allocation pattern in 1995/96 was compared with the pattern suggested by the BOD 
and patterns in the subsequent budgets for fiscal 1996/97, 1997/98, and 1998/99 in 
all the districts concerned. Districts were required to make detailed annual 
workplans and draw up budgets for the health sector, and these budgets were 
obtained from the districts by the MOH. The data gathered in this way was 
accepted at face value and analyzed numerically. 

Secondly, a comparison was made between 13 district budgets and actual 
expenditures for fiscal 1997/98 to find out whether actual expenditures reflected 
budget allocations by programme area. These expenditures were retrieved from the 
financial reports made in the districts, and were only available at the district level. 
Hence, gathering this information required once again visiting the districts. A 
comparison with previous budgets and the BOD patterns suggested by the BOD/CE 
analysis was then made. 

Thirdly, the process of the BOD/CE study was examined. DMOs and other 
officials from the 13 districts that participated in the BOD study and in district 
planning were interviewed, one person per district being selected. The interview 
followed a structured questionnaire (Berdie 1986). All interviewees had been 
trained previously in the BOD/CE methodology in Kampala. They had also been 
actively involved in applying BOD/CE as a method for planning and budgeting in 
their districts. Interviews were undertaken in the districts, and a few in Entebbe and 
Kampala. Security issues sometimes made the process difficult, but in the end all 
interviews were completed, although in some cases this took over two years. The 
objectives of the structured interviews were to determine how district health staff 
viewed their own understanding of BOD/CE, and assess their view on its 
usefulness for health planning and budgeting at the district level. Respondents were 
individually questioned as to their understanding of the BOD/CE concept, to what 
extent it had influenced their way of thinking about health planning and budget 
allocation, and in what measure it had affected the actual practice of health 
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planning and budget allocation. They were then asked in greater detail about the 
way they carried out health planning before and after undergoing training in 
BOD/CE. Finally, they were asked about their views on the usefulness and 
limitations of BOD/CE as a concept for health planning. This analysis permitted the 
establishment of broad categories and allowed simple quantitative analysis. 
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Ethical clearance 


The MOH of the Government of Uganda has given its explicit permission to 
publish this thesis and the papers upon which it is founded. Discussions have been 
held with the Committee for Research Ethics of the Medical Faculty at Lund 
University, and its chairman has stated no objection to the research carried out and 
the publication and presentation of this thesis. Discussions have also been held with 
the Research Education Committee of the Medical Faculty of Lund University, and 
its chairman has granted his approval to the presentation of the research in this 


thesis. 
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Results 


Paper I: Outcome 


Financial priorities under decentralization in Uganda 


The actual allocation for primary health care fiscal 1996/97 came as a surprise to 
the MOH. While the shadow budget made by the MOFPED (established at 1996/95 
levels) projected that overall 4 billion Ugandan shillings (approximately USD $3.6 
million) would be set aside for primary health care (PHC) in 1996/97, the district 
administrations only allocated 1.1 billion shillings, or slightly more than one- 
quarter of the shadow budget. The source of these allocations was the block grant 
provided by the MOFPED and locally-raised revenues. The pattern differed from 
one district to another, but the overall amount indicated a considerable discrepancy 
between the funding anticipated by the MOFPED and the actual allocations by the 
districts. During fiscal 1997/98 there was an increase in the overall allocation for 
primary health care by the districts, amounting to up to 2.6 billion shillings 
(approximately USD $2.4 million). Although a considerable increase did take 
place, the actual district allocations were still far from the ones anticipated by the 


central government. 
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Figure 4. Comparison of actual expenditures vs shadowbudget in the districts 


Individual interviews and focus group discussions revealed that priority had been 
given on the basis of 1) insufficient local revenue, 2) lack of funding from the 
central government, 3) high expenses, 4) lack of ownership, 5) contributions for 
other sectors already being received, and 6) the existence of donor funds available 
for public health. 


48 


Decentralization and National Health Policy Implementation in Uganda 


ee EEE 


Paper II: Outcome 


SWAP dynamics in a decentralized context: experiences from Uganda 


After years of decentralization, with district power increasing vis-a-vis the central 
level, the SWAP process introduced into the health sector of Uganda once again 
changed the role of the MOH. The ministry regained much of its former influence, 
while the districts lost considerable power in the SWAP process. Among the main 
reasons for this shift of power were the advent of conditional funding, planning 
arrangements, and the right of veto against donor-district interaction. Most 
important of all was the power emerging from the negotiation process proper, 
which is the core of the SWAP process. The MOH played the lead role in this 
process. Although the districts had been given ample formal power, the MOH and 
donors were able to gain significant informal influence on all those involved in 
Uganda’s health care policy, including the district health services. After being 
dormant for a long period period, the HPD was gradually reactivated and assigned a 
central role (Brown 2000). 

In order to strengthen the SWAP process, new working arrangements were 
needed within the MOH as well, and so reorganization of the entire MOH was 
undertaken. The central planning framework had gradually changed the role of the 
MOH from promotive and facilitative to prescriptive. The lines of communication 
had largely been reversed to a vertical, top-down form, leaving the districts with 
little to say in the SWAP process. The districts were once again obliged to 
implement the national policy in accordance with the central planning framework 
developed by the MOH. This framework extends from rather abstract goals at the 
centre to the concrete activities planned by the districts in their annual work plans. 

SWAP puts all funds under the control of a central ministry, a strategy counter- 
productive to decentralization. The health SWAP negotiation process in Uganda 
has taken place with donors and the MOH as the two main agents, generally 
bypassing the districts, which are, nevertheless, responsible for the delivery of 
Services. 

The SWAP process is connected to an overall Health Sector Strategic Plan 
(HSSP) (MOH 2000b), centrally developed with a five-year perspective. In 
addition, for several years the districts have developed annual work plans for the 
health sector. This practice is well established and all districts make such 
operational plans each fiscal year. These plans are expected to be linked in parallel 
to the national level HSSP through a five-year strategic district health sector plan 
which, in turn, is supposed to be reconciled with the existing three-year rolling 
development plan in the district. With SWAP, the role of the MOH has come to 
include approval of district annual work plans for health. The role of the MOH is to 
guide the districts and give them feedback on the plans. In line with 
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decentralization, districts were given a great deal of autonomy in the planning 
ding health policy. The annual district work plans were largely 


processes, inclu 
s decentralized system was 


developed without the involvement of the MOH. Thi 
still in its infancy when it was subordinated by SWAP. 

To date, the construction of public health facilities is a central level 
responsibility. Several districts and lower levels have, however, chosen to fund the 
construction of parish (LC-II) health units themselves in order to reduce disparities 
within the district regarding access to health services. The problem remains that 
capital investment also implies future operating costs, a financial burden that the 
district may not be able to bear in the long term. Together with the MOLG, the 
MOH has decided that sanctions will be put in place against districts where health 
facilities are constructed using direct funding from the respective districts, unless 
prior approval has been given by the MOH. 

The role of NGOs in the SWAP process has always been ambiguous. In terms 
of financial support, it seems that mission health facilities will get considerably less 
support from the government than corresponding government facilities. Through 
SWAP, the MOH can veto any kind of district support rendered by a donor 
participating in the SWAP process. This development once again decreases the 
autonomy of the district. Thus, the MOH has increasingly come to regulate the 
interaction between districts and donors through the SWAP process. 

The justification for SWAP is to simplify the implementation of financial 
support to the health sector and ensure government ownership. To a large extent, 
this is what has taken place. But the districts, who are the true implementors, have 
been assigned a very limited role under SWAP. The democratization process that 
should follow hand-in-hand with decentralization is thus countermanded by the 
SWAP process. Remarkably, the two processes are supported in Uganda by the 
same donors. 
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Paper IIl:Qutcome 


Restructuring a ministry of health: an issue of structure and process 


The purpose of restructuring the MOH was to reduce the number of employees and 
turn the ministry into a more functional body. This was needed, given the changed 
modus operandi expected of it in a new, decentralized context. Simultaneously, the 
ministry moved from the old, colonial capital of Entebbe to Kampala, an event that 
had actually been planned since 1956. 

The output of the restructuring process was largely a logical consequence of 
analysis, based on the objectives and broad key functions of newly organized units 
in the MOH. These units were no longer organized vertically by single entities 
(ARI, malaria, etc.) but by areas of disease or even broader categories (e.g., child 
health, maternal health). However, the vertical (technical) programmes still 
remained more or less within the new, broader units. Staff budgets were reduced by 
5%. The overall number of 928 posts was reduced by 69 (mainly support staff). The 
line of command was reduced at the top, with fewer commissioners (5 instead of 
11), assistant commissioners, principal medical officers, and so on. Although the 
actual reduction of staff was much smaller than expected, the plan was still praised 
from outside the ministry (especially by the donors) for its efficiency. 

After the restructuring, the ministry produced a National Health Policy (1999) 
and several subsector policies according to the objectives that had been set. The 
planning process for the health sector was driven by the HPD of the ministry. This 
department has gained considerable influence inside and outside the ministry, and 
particularly in the donor community, where it has emerged as their major 
counterpart. 

Much effort has been expended to develop a policy and comprehensive plans 
for the health sector. What remains problematic, however, is the actual 
implementation of those policies. The instruments developed by the HPD for 
implementing health policy entail a series of steps. They were primarily developed 
by technical officers on the basis of logical framework approaches. The relationship 
between the ministry and the districts is largely upheld in those instruments, with 
the districts retaining technical functionaries, rather than political or administrative 
ones. 

Technical support visits to the districts by central officers have become less 
frequent. Many MOH officials perceive their role to be the initiation of guidelines 
for technical programmes—something that they feel can be done at the ministry 
headquarters, without the need to consult district health planners. If the latter must 
be consulted, district staff can be summoned to headquarters in Kampala. The 
general opinion at the national level is that the districts have little to contribute to 
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participation and lack of ownership in subsector policies by the people responsible 
for their actual implementation. 

Further, the finalized technical guidelines have not always been effectively 
distributed to the implementers. Before organizational restructuring, complaints 
were often heard about extensive interference in the operation of technical 
programmes in the districts by the central level. The current complaints are over the 
lack of interaction, support, and supervision. In fact, restructuring initially led to the 
virtual dissolution of any relationship between the central and peripheral level, 
particularly with regard to technical programmes—a fact that was very disturbing 
to the districts. 

There is still a need to develop appropriate interaction between the national 
MOH and the districts, so that districts may fully participate in the planning 
process, as well as in the formulation of policies and guidelines. There is a lack of 
openness and trust in the relationship that blocks a fruitful collaboration between 
the centre and the periphery. 
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Paper IV: Outcome 


The global/local dilemma of a Ministry of Health: a case study from 
Uganda 


A review of the 1993 Health Policy White Paper and the 1997/98-2006/07 Health 
Policy shows that both statements are based almost entirely on international 
concepts from outside the country, such as PHC, decentralization, SWAP, the 
essential health package, and a public-private mix of health care. It is left for the 
implementors to translate ideas, paradigms, and policies to better suit the local 
context. 

Ideally, the two parties, international and national, should have equal influence 
on policy. In practice, the impact of international agencies on policymaking iS 
enormous. These agencies have the technical know-how to develop and support a 
policy; they can offer funds ready for release if a policy is adopted, and they add 
important symbolic value. It therefore takes a very strong stand on the part of the 
government to reject a suggested policy, as room for negotiation in such an instance 
is very small. 

In 1993, the Ugandan government produced a Health Policy White Paper and a 
three-year Plan Frame 1993-1996 (extended to 1997/98). During this planning 
period, health policy focused on consolidating existing PHC services and 
addressing AIDS. From 1998 onwards, the eradication of poverty in the health 
sector became the priority. The overall policy goal for the current National Health 
Policy (1999-2009) is the rapid attainment of improved public health for all 
Ugandans. The policy also strongly reflects the Alma Ata Declaration of Health for 
All (HFA), the National Health Sector Reform Programme, the Poverty Eradication 
Action Plan (PEAP), and the Health Sector Poverty Action Plan. In addition, 
SWAP has rallied those in the health sector around a single policy and the 
implementation of a single national strategic plan, and the use of a common 
management system. 

Recurring health budget funding on part of the government has gradually 
increased from 43% in the early 1990s to 63% in 1997/98 (MOH 1999a). 
International donor agencies are expected to fund the remaining part. The annual 
per capita expenditure for health, including government and external contributions, 
is USD $3.95 (MOH 1999b; MOFPED 1998). 

The Uganda Essential Drugs Management Programme (UEDMP), now known 
as Uganda Essential Drugs Support Programme (UEDSP), was founded in 1985 
(Okuonzi & Macrae 1995). Since then, health care has been centered largely on the 
issue of pharmaceuticals (Danish Red Cross 1999). Considerable funds are invested 
in pharmaceuticals, tending to make them the focus of the health care system. 
Drugs have great value on the grey market, and illicit drugs can be purchased in 
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local shops and stands. Several s 
Economic Policy Research Centre et al. 1996, 


drugs from public health facilities ( 
Adome et al. 1996). 

Recent health re 
building in key support systems. The s 


forms have centered on systemic problems and on capacity- 
ystem is primarily underwritten by external 
funding, although administered by largely unmotivated civil servants. This external 
funding does not generally include the payment of salaries, but only covers a per 
diem for health staff and travel expenses outside the country. This inadequate 
compensation is partially offset by bonuses that often attract more attention than the 
job itself. Since funds are generally not requested from below, but distributed from 
above, there is only a very limited sense of ownership in the items procured or the 
infrastructure built, Where there is no participatory involvement on the part of the 
local community or district leaders, maintaining district programmes becomes a 
problem, and many of these health facilities soon end up in a deplorable state 
(Hultberg 1999). 

The heavy reliance on external funding unbalances the system and decreases its 
long-term sustainability. Most foreign officials are only concerned with specific 
projects, rather than the overall system. The broadest goal of public health policy, 
namely, the building of a comprehensive and sustainable health care system, 
receives insufficient attention, while smaller projects or programmes are often over- 
funded, pursuant to the interests of international donor agencies. Health care is 
virtually transformed into a biomedical product that is donated to the beneficiaries 
for their consumption. 
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Paper V: Outcome 


Application of Burden of Disease/Cost-Effectiveness Analysis as an 
‘nstrument for district health planning: experiences from Uganda 


The budget 


The budget was carefully examined for all public health programmes in the 13 
districts that participated in the BOD study. It became apparent that, in the case of 
almost all diseases, budget allocations were inversely proportional to the amounts 
recommended by the BOD. 
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Figure 5. Allocations of funds vs BoD 
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the average budget allocation close to that suggested by the BOD/CE. 


Actual expenditures 


Actual expenditures by programme area were studied in detail in all the 13 districts 
for the fiscal year 1997/98. When compared with the previous budgets and 
allocations suggested by BOD analysis, the results revealed an even more disparate 


picture. 
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Figure 6. A comparison of BoD 1995/96 vs Budgeted and Actual expenditure 


Expenditures for malaria, which is the cause of the largest proportion of the burden 
of disease, were much lower than the budget allocation for malaria control, and 
lower than the budget allocation suggested by the BOD/CE. Expenditures on 
immunization were higher than what had been budgeted by the districts; these were 
even higher than suggested by the BOD/CE. 
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For STD/AIDS control, actual expenditures were only slightly higher than 
district budgets, but still far above what the analysis indicated. Expenditures for the 
prevention of diarrhoeal diseases (water and sanitation) seemed consistent with the 
BOD/CE, but district budgets were much higher than what the process indicated 
would be appropriate. 


The interviews 


The picture of BOD/CE emerging from the interviews was generally a positive one. 
The approach taken was considered suitable for more rational planning and 
budgeting in the future. Reservations were expressed about methodological 
shortcomings, such as the possibility of unreliable data and the absence of political 
priorities. 

When asked about health plans and budgets before and after the concept of 
BOD/CE was introduced, respondents were overwhelmingly receptive to the 
change. The method appeared to be useful since data generated could be used to 
substantiate requests for additional funds. Planning and budgeting were now 
perceived as more “scientific”, as they addressed disorders according to burden of 
disease and cost-effectiveness, with a smaller proportion of funds being allocated 
for administration. 

With regard to criteria other than BOD/CE used by the respondents in health 
planning and resource allocation, “other priorities” set by the center, and 
“community participation and snvolvement” were mentioned. Availability of funds, 
personnel, equipment, and additional resources were also cited. Other diseases 
causing health problems, but not necessarily deaths (e.g., river blindness, skin 
diseases, and oral health problems) were priorities that were not captured by the 
BOD concept. 

When asked to comment on constraints or obstacles in using the BOD/CE 
method for planning and resource allocation, the respondents particularly 
mentioned “inadequate information” and “lack of capacity to analyze data”. The 
fact that funds are often earmarked for certain purposes was viewed as a problem, 
as was the general shortage of funds for providing services. It was also felt that 
political priorities often conflicted with BOD priorities. In addition, several 
respondents mentioned that the BOD/CE method was not well understood by staff. 

Among suggested ways to improve the BOD/CE method were availability and 
quality of data and increased capacity for analysis. A larger budget and, above all, 
political commitment to the budget were other issues raised. 

When respondents were finally asked how optimal health planning and resource 
allocation could be conducted at the district level, the most crucial factor stated was 
guaranteed availability of resources. More reliable, timely, and flexible funding was 
desired. An increase in bottom-up planning from the community level was seen as 
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paramount, as was increased collaboration with NGOs and donors. Timely 
planning, enhanced planning capacity, and more involvement of politicians and 
planners in the process were also issues raised. 

BOD/CE failed as a budget allocation instrument at the implementation level 
because of internal, technical weaknesses of the method itself, and because of its 
lack of sensitivity to non-technical issues on local level, e.g., political priorities and 
demands by the local population. It was still well-liked by the local officials using 
it, as they found it facilitated the presentation of health data to decision-makers in 


the districts. 
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General discussion 


The aim of this thesis was a) to investigate strengthening needs-based health care 
services by means of implementing of a national health policy in the decentralized 
health care system of Uganda, b) to identify possible impediments in this process, 
and c) to examine the value of theories such as diffusion and translation of ideas in 
the interpretation of policy implementation and health sector reform. 

Our findings indicated that when provided with the power to approve their own 
budgets, local authorities did not make health care a financial priority. 
Nevertheless, this attitude seemed rational from the point of view of the district 
politicians and civil servants. From a translation perspective, however, the 
perception of rationality in the local context did not appear as favourable to health 
as the MOH desired. Powerful individuals, such as local politicians, created their 
own priorities, which were seen as rational from their viewpoint. 

The SWAP process has changed the relationship between the various actors in 
the health sector. The working relationship between donors and the MOH has been 
facilitated and interaction strengthened. Health policy has thus become a more 
central instrument for the management of health services, while steering has 
become more indirect. However, top-down communication between the MOH and 
the districts still predominates, and significant elements of direct steering remain. 
As a consequence, the rationality for health planning and prioritization tends to 
develop in different directions. The centre tends to adopt the same rationalities as 
the international health agencies and the donor community, while the periphery 
tends to be governed more by perceived local needs and power relations. 

The restructuring of the MOH has also changed the interaction between it and 
the districts. For one thing, the districts have become increasingly dependent on the 
MOH, and the interaction with regard to central planning has intensified. However, 
when it comes to technical programmes, the interaction has decreased. Despite the 
fact that policy implementation and management calls for a more indirect steering 
from the centre, the technical programmes continue the old pattern of direct 
steering. 

The adoption of new policies, paradigms, and strategies has strengthened the 
links between the MOH and global institutions, leading to a further alienation of the 
MOH from agencies responsible for implementing the policies. Since the structure 
of the MOH resembles global institutions more than it does Ugandan service 
providing agencies, the policies and paradigms of the MOH will be likely to 
undergo a translation process in adjusting to local contexts. This can only be done 
to a limited extent: policy elements of global origin are accepted as fairly rigid by 
planners at the central level, and they seem to expect them to diffuse from the 


global institutions via the MOH throughout Uganda without transformation. 
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Rendering these policies concrete so that they maybe used for guidance at the 


implementation level remains problematic. a0 is 
The situation described above is typified by the fact that the district healt 


budgets, which highlighted the intentions of the districts, failed to follow the BOD 
pattern, as expected by the MOH. Actual expenditures, reflecting what the districts 
were in fact doing, deviated even further from the BOD pattern. BOD/CE can be 
seen as an example of enforced adoption of a complex instrument that has been 
subject to a translation process before its application at the peripheral level. The 
conclusion from Uganda is that such forced policy elements are difficult to 
implement according to their original intentions and, as a result, have little impact 
on local practice. 

In this study, the application of translation theory seemed to work better than 
the commonly applied diffusion theory for health policy, primarily because it was 
implemented in a context different from the one in which it originated. Among 
other reasons for the success of translation theory were the important changes in 
power relationships that came with decentralization. There seems to be a general 
assumption that new health policies can be implemented by means of fairly 
uncomplicated diffusion processes. However, our analysis of the failure of the 
BOD/CE initiative shows that implementation of a health policy in the 
decentralized government system in Uganda is complex. It must be viewed in 
hindsight as a translation process that went in an undesired direction because its 
prerequisites were lacking. 


Strengths and limitations 


The design of any study has its limitations. Similarly, the interpretation of research 
findings may be conditioned by methodological issues. A study may also have 
strengths that may balance such limitations. These strengths and weaknesses are 
considered below. 

A strength of the present study is that it was undertaken within the framework 
of a social experiment—perhaps the only way to study a phenomenon of this kind. 
Uganda was particularly suitable as a natural laboratory due to the availability of 
critical data. With regard to methodology, the participatory approach generated a 
richness of data and a framework for data analysis, in addition to ensuring access to 
that data in the form of interviews with key persons. The approach also provided an 
understanding of who the main figures really were, something that can be difficult 
to determine from the outside. In all likelihood, it improved the validity of the 
information gathered, since biases such as inflated “success stories” were easier to 
detect and therefore avoid. 

Regarding limitations, my direct participation might be faulted as creating a lack 
of objectivity. This potential shortcoming was addressed by availing myself of 
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scientific methodology to gather a large quantity of detailed information, and by the 
analytical process that followed. There is always the risk that an applied theory 
might provide an inadequate framework for analysis by virtue of its 
incompleteness, vagueness, etc. However, translation theory is capable of 
sustaining different types of rationality than those held by the health policy makers 
in this instance. Ethnic belonging, for example, which often is raised as a 
prerequisite to understanding in African countries, is not a barrier to the 
employment of translation theory. 
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Earlier research in this area 


The difficulty of policy implementation in areas other than public health is well 
known and has been an object of study over a long period of time. However, in the 
health sector, very few studies directly problematize this issue. One of these is the 
work of Gilson & Mills (1995) which inter alia stresses the need for more 
information on the implementation and operationalization of reforms, particularly 
with regard to the issue of how influence governs context, actors, and processes. 
Megedal, Hodne-Steen, and Mpelumbe (1995) conclude that more attention needs 
to be directed to analyzing the preconditions for (and implications of) reform 
efforts and ensuring consistency. 

Rather than addressing the entire health sector, the few studies that do exist in 
this field focus on a subsector or a limited topic. One such study (Maynard & 
McDaid 2003) calls for more evaluations of medical technology. Such restricted 
studies have become more prevalent with the increasing interest in evidence-based 
medicine. Few of them, however, have been carried out in low-income countries. 
Those studies supported by a theory capable of guiding the interpretation of data 
collected or generalizing the findings are even fewer. A recent exception to 
limitations of this kind is found in a study of the implementation of national drug 
policies in Laos and Vietnam (Jénsson 2002), in which the paradigm of policy 
translation is applied for the first time in this area. Jénsson deals with the problems 
arising when external policy elements penetrate the national boundaries of low- 
income countries, raising and analyzing the issue of coercive diffusion of a policy. 

My thesis attempts to address the whole health sector from a policy 
implementation perspective by studying specific examples (like BOD/CE), while 
simultaneously applying a theoretical approach in order to make the examples 
available to comparative research and applications in different environments. 
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Practical implications of the results 


A significant factor inhibiting successful policy implementation has been the gap 
that exists in a social system between the centre and the periphery. It is evidenced 
by a difference in values, failure to share common framework of knowledge, and a 
lack of needed support—all resulting in local obligations and accountability 
becoming the main steering factors of the translation process. Implementation of a 
policy depends heavily on the ability to market it to the people who are responsible 
for the allocation of funds. In the case of Uganda, these are the local politicians. 
Communication between the MOH and the districts has been a complex issue, 
characterized by limited interaction and insufficient coordination on the part of the 
MOH, with the MOH focusing on district health professionals, rather than on other 
key figures such as politicians, general administrators, and local lay leaders, all of 
whom would have had the power to raise funds as well as mobilize the community. 
This is especially apparent with the old technical, vertical programmes, against 
which the AIDS Control Programme is a brilliant exception. 

Many technical officers, including physicians, are simply not trained to 
communicate with other cadres outside the ministry. In order to successfully 
implement a programme, dispatching circulars to the districts probably does not 
suffice; more direct interaction appears to be needed. Individual networking is 
likely to play a primary role in policy translation. However, in order to 
communicate well, familiarity with the local context is a sine qua non. This 
includes the possession of general and specific knowledge of the situation 
prevailing in each district. It also includes first-hand knowledge of how the District 
Director for Health Services (DDHS) and the DDHS team works, as well as 
knowledge of local government and the roles played by the various functionaries in 
this structure. 

Managerial steering in a decentralized context needs to be indirect in order to 
avoid conflicts with lower-level decision makers. This is probably even truer when 
a “holistic”, overall decentralization has been carried out, such as the one in 
Uganda. Here, the tension seems to revolve around the relationship between central 
health professionals on one side and local politicians and administrators on the 
other, two groups who differ considerably in terms of cultural background, values, 
experience, and style of work. The difference is even greater when juxtaposing 
representatives from the global expert community with representatives on the local 
level. 

In order to bridge the gaps between the various levels of involvement, national 
representatives must have strong backing from local representatives at meetings 
and conferences, and must ensure that the arguments they present are ones that are 
well-embedded in the local community. Elected representatives of the local 
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community and lay leaders must be invested in the plan. It would also be highly 
desirable to bring visiting global representatives to peripheral areas to engage in 
direct interaction with health facility staff and local community leaders. 

Professionals may have a good technical knowledge of local level health 
services, but they are not the leaders of the community. Only through the local 
leaders can the community be reached and understood. The power relations in a 
district have to be comprehended and acknowledged in order to achieve successful 
implementation. 

The key to the implementation of a policy or a paradigm—and to decreasing the 
gap between policy makers and policy implementers—is simplicity. Ideas and 
views are more readily accepted by local decision makers if local conditions can be 
discussed and incorporated during the negotiation process. Uganda’s current health 
policy and strategic plan, whose logical framework has been praised by donors, 
may work well on the central level. Its prescriptions, however, have been difficult 
to embed in the local soil of the districts. Much effort has been expended on 
understanding these complex matrices, which are alien to people’s ways of thinking 
on the local level. It has been difficult to reconcile them with other plans in the 
districts in order to make practical sense. 

If the policy were broken down into its constituent ideas as a substrate for 
implementation at the district level, the process would become more understandable 
and fertile. It would enable the policy elements to be integrated into the local 
activities in the district, and would allow local variations. The entire process should 
be seen as a long-term undertaking in which policy elements can interact with local 
issues over time. 

The importance of the issues outlined above can be better appreciated from the 
perspective of the theory of policy translation. 
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Theoretical implications 


In order to improve research on health policy implementation and health sector 
reform, theories are needed that can help understand the problems involved. Such 
theories might also facilitate comparisons between different policies and situations. 
For research in low-income countries, it is of special importance to comprehend the 
relevance of varying contexts. Most paradigms and policies, whether sector-wide or 
narrow, are developed in affluent countries and later more or less imposed on low- 
income countries with a certain degree of coercion. This process is usually 
performed uncritically. The need for a policy flexible enough to adjust to new 
contexts is not sufficiently recognized—a fact which contributes to implementation 
failure. 

A first step would be to give the current, largely untheoretical research a 
theoretical basis. This can be done by learning from disciplines such as political 
science, sociology, and social anthropology. Although it is desirable to employ 
methods that are relatively simple, theories cannot be too simplistic if they are to 
account for the nuances of the objects studied. In seeking to explain policy 
implementation, we have applied translation theory. In many cases, however, the 
simpler and more commonly used diffusion theory may suffice. Our intention was 
to study the dissemination of policy elements through different strata of political 
contexts and societal power relations. It became clear at an early stage that the local 
environment had a heavy impact on policy implementation. As this could not be 
explained by diffusion theory, it was necessary to search for something more 
complex in order to address a multifaceted situation. 

Where one theory cannot cover all aspects, additional theories must be engaged 
to account for specific aspects and situations. The typologies of direct and indirect 
steering were introduced to demonstrate how steering had to change with 
decentralization in order to remain effective. Concepts like top-down and bottom- 
up were used to describe different foci of implementation. 

It seems likely that studies like the present one, which take place in the 
intersection between medicine, social science, governmental studies, and 
economics, can benefit from theoretical and methodological cross-fertilization. 
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When provided with the power to approve their own budgets, local authorities 
failed to make health care a financial priority. From the point of view of district 
politicians and civil servants, however, these decisions were rational. 


In the health sector of Uganda, the SWAP process has changed the relationship 
between the various actors: rationalities concerning priorities in health care 
tend to develop in different directions with regard to the centre and the 
periphery. The centre tended to adopt the same rationalities as international 
health agencies and the donor community, whereas the rationalities of those on 
the periphery tended to be dictated more by local needs and power relations. 


The interaction between the MOH and the districts changed after the MOH was 
reorganized. Districts were increasingly obliged to rely on the MOH. New 
interactions between the planning function and the districts became more 
intense, while the “old” interaction between the districts and the technical 
programmes became more problematic. 


The adoption of new policies, paradigms, and strategies has strengthened the 
links between the MOH and global institutions at the expense of further 
disengaging the MOH from the implementing level. 


District health budgets, while exemplifying a district’s priorities, did not follow 

the BOD pattern, as the MOH had desired. Actual expenditures, which 

indicated concretely what the districts were doing, deviated even further. The 

BOD/CE approach was still favoured by the local officials using it, and was 

Phen, a useful means of presenting health data to decision makers in the 
istricts. 
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Sammanfattning pa svenska 


Decentralisering och genomférande av en nationell 
hadlsopolicy i Uganda — en komplex process 


Bakgrund 


Ugandas regering har stravat efter att skapa en behovsbaserad och kostnadseffektiv 
halso- och sjukvard pa tva olika satt: hilsosektorn har decentraliserats fér att dka 
ansvarstagande och medverkan pa lagre nivaer. Kompetens har byggts upp for att 
kunna utveckla en nationell policy, och darigenom kunna bedéma sjukvardsbehov 
och for att gra kostnadseffektiva prioriteringar. 


Syfte 


Syftet med denna avhandling ar att undersdka processen med att genomf6ra en 
nationell halsopolicy i Ugandas decentraliserade halso- och sjukvardssystem . 


Population och metoder 


Halsosektorn i Uganda har undersékts fran nationell niva ner till distriktsniva. 
Fokus har riktats mot decentraliseringsprocessen, som ocksa f6rutsatter en 
effektivare mekanism for att genomfora policymal genom hela det decentraliserade 
systemet sedan de traditionella hierarkiska styrningsmetoderna blivit foraldrade. 
For att studera genomférandeprocessen har nyinstitutionalismen inom 
organisationsteorin anvands som teoretisk ram. De olika uppsatserna i 
avhandlingen behandlar perspektiv som ar viktiga for att forsta forutsattningarna 
for policygenomférande + ett decentraliserat system. Den sista uppsatsen bed6mer 
och tolkar ocksé ett fullskaligt genomforandeforsék mot bakgrund av de foregaende 
studierna. Diffusions- och Sversattningsbegreppen fran nyinstitutionalismen 
anvinds som verktyg 1 analysen. Som évergripande metod har deltagande 
observation anvants. Intervjuer,  enkater, fokusgruppdiskussioner och 


dokumentstudier har nyttjats for att samla in data. 
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Resultat 


Den finansiella decentraliseringen studerades, och det antogs att distrikten skulle 
prioritera halso- och sjukvard ekonomiskt, for att darigenom félja den nationella 
halsopolicyn. Sa befanns emellertid inte vara fallet. i 

Nar ’Sector-Wide Approach” (SWAP) studerades, framgick det att medan 
formagan att utveckla policies blev starkare i halsoministeriet hade den centrala 
férvaltningen samtidigt svarigheter att uppratthdlla en effektiv samverkan med 
distriktsnivan. Detta ledde till att en klyfta skapades mellan centrum och periferi. 

Omstruktureringen av halsoministeriet studerades, och det noterades att medan 
halsoministeriet nu mer fokuserar pa policyformulering 4n pa detaljstyrning av 
halso- och sjukvardssystem, finns det anda en vaxande klyfta mellan centrum och 
periferi. 

Faststillandet av nya policies, paradigm och strategier, som t. ex. SWAP, 
omstruktureringen av halsoministeriet och framtagandet av en ny hadlsopolicy, har 
forstarkt relationen mellan halsoministeriet och globala institutioner genom att 
varderingar och paradigm 4r likartade. Emellertid har denna process sannolikt 
ocksa bidragit till att halsoministeriets lokala forankring har minskat. 

Tillampningen av normativa och rationalistiska verktyg som Burden of Disease 
(BOD), kombinerat med kostnadseffektivitet for att genomf6ra den nationella 
hdlsopolicyn pa distriktsniva studerades. Detta tillampningsf6rsék beddmdes som 
ett misslyckande. 


Diskussion 


Den O6kade decentraliseringsgraden av halsosektorn i Uganda har under 
studieperioden inte atfljts av ett valbehévligt och framgangsrikt genomforande av 
en 6vergripande nationell halsopolicy som ledstjarna fér ett decentraliserat 
halsosystem. Det forefaller som om beslutsfattare antagit att nya halsopolicies 
skulle kunna genomféras genom en taémligen okomplicerad diffusionsprocess. 
Emellertid visar var analys av det misslyckade fdrsdket att anvanda 
BOD/kostnadseffektivitet som budgetallokeringsredskap, att genomfdrande av en 
policy i det decentraliserade systemet i Uganda ar av komplex natur och att detta 
snarare bor forstas som en 6versdttningsprocess i en odnskad riktning, dvs. att 
forutsattningar saknades for en 6versdttningsprocess i énskvard riktning. 

Den framsta svarigheten fdrefaller vara klyftan mellan centrum och periferi 
vilken innebar att man inte delar samma varderingar och referensramar, och att sire 
lider brist pa nédvandigt understéd fran émse hall. Detta innebir i sin tur att lokala 
forpliktelser och ansvar sannolikt kommer att bli de faktorer som frimst styr 
policyéversattningen. 
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Financial priorities under decentralization in Uganda 


ANDERS JEPPSSON 
Ministry of Health, Kampala, Uganda 


This paper explores changes to budget allocations for health during the decentralization process in Uganda 
When the districts were given the authority to allot their own budgets, allocations for health were reduced 
considerably. The rationale for this by district leaders is investigated and analyzed. Their criteria for budget 
allocations for health are often based on views different to those held at central level, hence there can be 
conflict between the two. The mechanisms instituted by central government in reaction to what was per- 
ceived as a lack of local support to the health sector are described. In conclusion, while conditional funding 
may be a useful short-term step, long-term development requires less conditionalities. Health professionals 
need to work closely with local Jeaders and district officials to make health a political priority in order to 


develop and allocate resources for health at local level. 


Introduction 


Decentralization of government in Uganda dates back to the 
war fought by the National Resistance Army (NRA) between 
1981 and 1986 (Ksikaye 1996). During this war, its political 
wing, the National Resistance Movement (NRM), mobilized 
and politicized the people in the areas under its control. 


The NRM introduced a system of elected councils of govern- 
ance at various local levels. The people were given the oppor- 
tunity to elect leaders themselves, setting seeds for a 
democratization process and a civil society in a country that 
had witnessed years of civil strife. These councils came to be 
known as Resistance Councils. They had a great political 
importance, laying the foundation for a new local government 
system that came into place when the NRM attained power 
nationwide in 1986. 


In 1992 the local government decentralization programme 
was introduced. Decentralization of the entire government in 
Uganda is just one area of public sector reform in Uganda. 
Other areas of reform initiated by the government include the 
civil service reorganization and restructuring, economic 
recovery programmes, privatization, army demobilization 
and constitutional reform. 


The decentralization reforms included three components: 
political, administrative and financial (Villadsen 1996). Politi- 
cal decentralization was based on the Resistance Councils and 
was implemented throughout the country immediately after 
the NRM government was formed in 1986. Administrative 
decentralization was introduced after the adoption of the 
Local Government Statute (1993), and comprised new 
administrative structures with a non-subordinated, compre- 
hensive and judicially answerable local administration. 
Financial decentralization was carried out in phases with the 
introduction of an unconditional block grant to the districts 
and through the introduction of locally decided budgets. 


With the 1995 Constitution (Government of Uganda 1995), 
the local government system was consolidated further, and 
the Resistance Councils were renamed Local Councils (LCs). 
The consolidation process continued with the adoption of the 
Local Governments Act (1997). There are now two main 
political levels in the districts, the district proper (LCS) and 
the subcounty (LC3), which are both corporate bodies. Tax 
collection is the responsibility of the subcounty. 


The decentralization and other reforms in the public sector, 
driven forward by political reasons, were largely opposed by 
the technocrats, who claimed it would not be possible to make 
such systems work (Okuonzi and Lubanga 1997). 


Study background 


The central government provides financial support to the 
districts through a block grant, with the purpose of covering 
non-wage activities. Preceding the introduction of block 
grants was a system of earmarked votes for different areas, 
including health, decided by the Ministry of Finance (this 
again was for non-wage activities). This vote system was 
replaced by the block grants in phases, and from financial 
year 1996/97, all districts received block grants. The block 
grant comprises funding that had previously been channelled 
through a number of ministries, of which health was one 
(Decentralization Secretariat 1994). In addition to the block 
grants, the Constitution (1995) provides for conditional 
grants. These conditional grants were introduced at an early 
stage of the decentralization process for education and 
feeder roads. 


For the health sector, funds provided through the block grant 
were supposed to cover primary health care (defined as 
health care outside hospitals). The amount given in a block 
grant was in principle the amount of the previous earmarked 
votes for various areas lumped together. Hospitals still 


79 


Anders Jeppsson 


Anders Jeppsson 


188 


received their delegated funds directly from the Ministry of 
Finance, but from financial year 1997/98 these funds have also 
been decentralized to the districts, earmarked for individual 
hospitals according to a formula developed by the Ministry of 
Health. There was concern from the central level that the dis- 
tricts might otherwise reallocate funds from what they might 
have perceived as over-funded hospitals. 


One problem with the block grant is that there is little in-built 
incentive for districts to spend money on primary health care. 
As originally envisaged, the conditional grants (i.e. on edu- 
cation and feeder roads) would have been released only if and 
when the block grant had been spent on ways consistent with 
national priorities, including primary health care, but this was 
never applied. 


Another problem is that, at the time of decentralization, 
salaries for staff on the payroll were a central responsibility 
(this has now been decentralized through a special con- 
ditional grant). In the past, professional staff were hired cen- 
trally and put on a national payroll; there were also local 
payrolls for locally employed staff. For the health sector, the 
locally employed cadres comprised mainly the nursing aides, 
a cadre that dominates the health sector in the rural areas and 
particularly in peripheral health units. These categories had 
previously been catered for through the Ministry of Local 
Government. Since they were not on the central payroll, their 
salaries and wages became the responsibility of the districts 
and had to be funded by either the block grant or locally 
raised revenue. This change created problems in many dis- 
tricts, and in many cases the non-professional staff were not 
paid for long periods of time. Many districts still have salary 
arrears that have not yet been cleared. 


From the financial year 1993/94, the District Local Council 
has become the main budgetary unit in the district, and local 
governments are no longer required to forward their budgets 
to the central level. The budget process in the district now 
starts and ends in the District Local Council, involving all 
other levels in the process. So far, only the recurrent expen- 
diture budget has been decentralized, but decentralization of 
the capital or development budget is currently being piloted 
in four districts. 


At central level, a tension was obvious during the decentral- 
ization process between the key policy-making bodies: the 
Ministry of Local Government, in favour of decentralization 
but with very little capacity in technical issues; the Ministry of 
Health, in favour of maintaining the health services under its 
jurisdiction; and the Ministry of Finance, in favour of decen- 
tralization but also concerned with ensuring that national pri- 
orities were followed and that value for money was achieved. 


From a health sector perspective, it is of interest to look at 
what priorities the districts made once they had the power to 
do so for a budget that, at least to some degree, was flexible 
and could be decided at district level. Was health actually a 
prioritized area? What justifications governed the district 
politicians in making their priorities? 
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Methods 


District budgets from all districts of Uganda were studied 
with regard to the allocation for health. Allocations were also 
compared with the shadow budgets made by the Ministry of 
Finance. Interviews were held with officials from the Ministry 
of Finance and the Ministry of Local Government. Possible 
reasons for deviations from the shadow budget were 
discussed with senior civil servants and politicians in the 
districts. Resident District Commissioners, the district repre- 
sentatives of central government, were also interviewed. 
Ministry of Health officials conducted the informal interviews 
and discussions on an individual basis, during district visits 
over a period of 3 years. In addition, to further obtain precise 
arguments from district leaders, the author held three focus 
group discussions with mixed groups of administrators and 
politicians representing 14 districts. The groups consisted of 
15, 8 and 6 individuals respectively from different parts of the 
country. Health professionals were excluded from the focus 
groups since the purpose was to extract the views of poli- 
ticians and administrators. 


The study draws on the local fiscal choice model (Musgrave 
and Musgrave 1989), which was developed to analyze choices 
made by local governments using their own revenue as well 
as transfers from higher levels of government. The model is 
based on the assumption that the preference of the local 
government is also the preference of the median local voter 
(Chubb 1985). This assumption implies an inherent conflict 
between the priorities made by the central government on 
one hand, and the priorities made by local decision-makers 
on the other. 


Findings 


When the vote system was abandoned and the block grant 
introduced, the Ministry of Finance made a shadow budget 
for financial year 1995/96 as a reference point to monitor the 
priorities and allocations made by the districts. The shadow 
budget was made with the assumption that funds would be 
prioritized by districts in the same way that they had previ- 
ously been prioritized by the central government. In other 
words, the shadow budget was equivalent to the budget based 
on votes for various areas, health being one of them. 


Against this background, the actual allocation for primary 
health care came as a surprise. While the shadow budget pro- 
jected an overall allocation of 4 billion Ugandan shillings for 
primary health care in 1996/97, the district administrations 
allocated only 1.1 billion shillings, i.e. just over one-quarter of 
the shadow budget.' The source of these allocations was the 
block grant provided by the Ministry of Finance and the 
locally raised revenue merged together. The pattern differed 
from one district to another, but the overall amount indicated 
a considerable discrepancy between the anticipated alloca- 
tions by the Ministry of Finance and the actual prioritization 
of the districts. During the subsequent financial year, 1997/98, 
the overall allocation for primary health care made by the dis- 
tricts rose to 2.6 billion shillings. Although a considerable 
increase took place, actual allocations were still far from the 
level of the shadow budget of 1995/96 (Figure 1). 
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Figure 1. Comparison of actual expenditures and shadow budget for primary health care in Ugandan districts 


The allocation and actual expenditure pattern differed sub- 
stantially between the districts. There were also districts that 
actually increased their allocations for health compared to 
the shadow budget projection. Comparing the actual expen- 
ditures on health drawn from the block grant and locally 
raised revenue in the districts for the financial year 1997/98 
with the original shadow budget, the proportion ranged from 
27 to 390% (Figure 2). 


The outlier representing 390% is actually the smallest district 
in Uganda, and the total amount allocated for health was not 
large as such, but still represented a political commitment to 
health. From the examples so far, it is difficult to find any clear 
relationship between the allocations for health on one side 
and issues like revenue raising capacity, availability of donor 
funds or political commitment on the other. 


It was obvious that the actual financial priorities made by the 
districts deviated from the political ones held by the central 
government, and that in this case decentralization did not 
automatically bring more resources for the local health 
sector. The fact that allocations for primary health care 
decreased in most districts prompted the central government 
to institute a conditional primary health care grant, which 


came into effect in 1997/98. It channelled resources for non- 
salary expenditures to the districts. Starting with 1.7 billion 
Ugandan shillings in 1997/98, the overall amount of the con- 
ditional primary health grant rose to 6.4 billion shillings in 
1998/99 and remained at a similar level in 1999/2000 
(Bergman and Claesson 1998). This was generally seen by the 
districts as an increase in control from central government, 
since the districts have no power to allocate these funds to 
other sectors. However, the grant was additional, and the 
overall amount available to the districts has gone up con- 
siderably. 


This conflict illustrates not only the different views on pri- 
orities held by the central and the local governments, but also 
the different views on how to reach common development 
goals. Central line ministries tend to favour their own techni- 
cal area of responsibility, whereas the local authorities have 
the overall responsibility for all sectors within the district and 
have to maintain a balance between different priority areas. 
During recent years, a major proportion has been allocated 
for the establishment of so-called health subdistricts, which in 
practice has meant mini-hospitals with a focus on curative ser- 
vices. A number of case reports suggest that the availability 
and quality of services have improved at this level. 
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What criteria were the districts following when making their 
priorities? According to information obtained from the infor- 
mal interviews and focus group discussions, the districts 

rationale can be summarized under the following categories, 
in the order of importance as perceived by the interviewees: 
insufficient local revenue, lack of funding from the central 
government, expenses too high, lack of ownership, other 
sectors also contributing to health and the existence of donor 
funds available for health. 


Insufficient local revenue 


Graduated tax — a flat amount paid annually by all adult citi- 
zens ~ is the major source of income in the districts. It has 
two main problems. First, it is not a cost-effective way to 
collect revenue, with some 50% being spent on cost-recov- 
ery. Secondly, calamities, like fish poisoning in some districts 
surrounding Lake Victoria, insurgency in the north, drought 
in the west, all cause difficulties for people in paying tax. 
Market tax has also been difficult to raise in war-prone areas. 
Furthermore, politicians have not been too responsible 
during the elections; campaigning politicians have encour- 
aged voters not to pay tax. This has caused continuous prob- 
lems in raising tax since the elections for the Constituent 
Assembly in 1995 and throughout a number of subsequent 
election campaigns. 


The political and administrative set-up with locally employed 
civil servants and full-time politicians is also expensive. These 
costs have to be covered by the districts. 


Lack of funding from central government 


When decentralization was implemented, the funds made 
available to the districts were insufficient to carry out the 
responsibilities transferred to the district. In addition, the 
central government has made new commitments, such as uni- 
versal primary education, feeder roads and agricultural inno- 
vations, which the districts have to implement. This has 
created a gap between the expected tasks and the means to 
fund them. In fact, there was a built-in budget deficit in the 
decentralization process. Central government now allocates 
17% of the overall central budget to the districts, which is 
considered insufficient by the districts. 


The districts had more funds before decentralization, 
although the power to decide over them remained with the 
central government. Not only did decentralization lead to 
decreased funds, it also meant that the subcounties could now 
retain 65% of the revenue they managed to collect. The dis- 
trict level can no longer influence how these funds are used. 


During decentralization, funds for salaries were covered by 
the central government. However, a number of health 
workers were recruited locally and were consequently not on 
the central payroll. One such cadre was the nursing aides, who 
have generally been trained on the job and now constitute the 
backbone of the health services in the rural areas. Their 
salaries were to be paid by the district or the subcounty, and 
since local revenue was not enough, funds had to be taken 
from the block grant to pay their salaries. 
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The districts have all along been facing a lack of flexible 
funds. The block grant was one of the few sources of funding 


which they had the power to distribute. 


Expenses are high 

Salaries and wages are given high priority by the districts, and 
they form the major part of the overall budget. Health is a 
demanding and expensive sector: ‘With other sectors you do 
something little, and it is very visible. If you consider the 
amount spent on health it is billions and billions, and what is 
the result?’ (district politician in a focus group). District 
officials commonly feel that it is more difficult to satisfy the 
needs in the health sector than in any other. 


Lack of ownership 


The politicians often feel left out, even excluded, from health 
care planning. Health care is a highly technical issue, dealt 
with by experts. Traditionally, the medical community has 
closer links with the Ministry of Health than with the local 
authorities: ‘You see a new Pajero or Landcruiser stopping in 
front of the DMO’s office. Somebody leaves the vehicle and 
enters the office. After 2 hours this somebody gets into the car 
and leaves. We don’t know who it was or why he came to the 
district’ (district politician). 


The district leaders feel they are left out of such interaction 
and communication, which is often held at a very technical 
level. They feel that the Ministry of Health has not yet 
accepted the Local Government Act as it is still often 
involved in micromanagement at district level. Furthermore, 
district leaders have a sense of ignorance about health care 
issues, and they state that is difficult to prioritize areas that 
they are not familiar with. 


Other sectors also contribute to health 


District leaders expressed the view that sectors other than 
health are also important to health and to the health sector. 
For instance, people need education in order to improve their 
health. They also need roads for easy transport when they are 
sick. Health cannot be obtained in isolation from other 
sectors, and funding should therefore be looked at from an 
integrated and holistic perspective. 


Existence of donor funds 


It was commonly expressed that the health sector is relatively 
well funded. Many donors have made commitments to the 
health sector. If the districts were to contribute more 
resources to health, it was felt that they would ‘end up giving 
those who already have from the little that is left in the 
basket’. 


The way forward 


Most district leaders do not believe that there would be any 
major problems with sustainability should donors cease 
funding the district health sector. In such a scenario, new pri- 
orities would have to be made. There seems to be consensus 
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that the main way forward is to widen the local revenue base 
by introducing new revenue sources, for instance property 
tax. There is also a very strong consensus that decentraliza- 
tion is an important and positive step. The districts are not in 
favour of interventions that limit their power over resources, 
such as conditional grants. 


Discussion 


Most of the opinions presented above were shared between 
politicians and administrators. There was a tendency, 
however, of the administrator to focus more on the techni- 
cal problems, like the difficulties in raising local revenue and 
the increasing costs from employing more full-time poli- 
ticians in the districts. The politicians emphasized to a lesser 
extent overall allocation priorities and, in their view, the 
insufficient collaboration between politicians and health 
professionals. 


There is a belief among proponents of health sector decen- 
tralization that decentralization leads to more resources in 
the health sector, and more power over them by the local 
community and by local authorities. This may be true if the 
health sector alone is decentralized, but this is not the case in 
Uganda, where the whole government has been decentral- 
ized. No such automatic cause-effect mechanism is in place. 
The de facto financial priorities made by the district leaders 
are different from the political ones declared by Ministry of 
Health officials. This does not mean that the theoretical pri- 
orities are different; the conflict seems rather to lie in the way 
to achieve them. Furthermore, it seems obvious that decen- 
tralization per se will not create more resources for primary 
health care. 


The justification given by district leaders for prioritizing 
areas other than health seem logical from the district 
leaders’ point of view. Health was not given lower priority 
because people believed it was not important. The views of 
the district leaders on health issues were often more holistic 
than those expressed by officials from the Ministry of 
Health, who often lacked a multi-sectoral approach to health 
care interventions altogether. Several other sectors con- 
tribute to the health and wellbeing of the population, such as 
roads, agriculture and education. These areas are, however, 
not catered for in the health budget as such. Further, there 
was disbelief from both the politicians and the adminis- 
trators on the usefulness of the considerable resources spent 
on hospitals. 


The view held by district leaders is, in fact, an expression of 
one of the true rationales behind decentralization: increased 
responsiveness to local needs (Smith 1985). In prioritizing 
areas for development, needs other than health were identi- 
fied and responded to. Another problem may be inherent in 
this reasoning, namely, to a certain extent, overoptimistic 
assumptions about revenue collections. Many would argue 
that the level of funding was less of a problem than was the 
actual capacity of the districts to absorb and use the funds 
effectively. The Ministry of Finance was reportedly open to 
the idea of providing more funds for the health sector and 
encouraged the Ministry of Health to provide ideas and 


programmes to support. The Ministry of Health, on the other 
side, claimed that the Ministry of Finance still eventually 
reduced allocations for health. 


According to the Local Fiscal Choice model, local politics and 
accountability by local leaders to the local population are 
important issues when priorities are made. Such priorities 
may deviate significantly from the ones made at central level, 
especially when individual line ministries make the priorities. 
The model helps to explain the logical reasoning behind local 
priorities which may deviate from policies made at central 
level. This is further illustrated by the examples provided 
through the interviews. However, while this model explains 
the origins of the conflict, it does not suggest how such con- 
flicts should be overcome. While health is likely to be a pri- 
ority for an average voter, the district leaders held the view 
that the issue was largely catered for through other sources of 
funding and did not warrant substantial local funds. The small 
amounts actually allocated could be seen rather as a means to 
fill minor gaps. 


One critical issue is the sustainability of health care. If health 
care is to be developed with a decreased dependency on 
donors, local allocations are crucial. It may be difficult to 
reallocate funds abruptly when needed. Such abrupt changes 
are also likely to affect other sectors negatively, and new 
priorities would have to be made without much time to reach 
a political consensus. 


Government spending on primary health care is also rela- 
tively insignificant in terms of overall spending. During the 
financial year 1997/98, donors contributed to 87% of the 
actual spending on primary health care (salaries excluded), 
whereas the government contributed with the remainder 
(Ministry of Health 1998). Most donor funds are earmarked 
for specific activities, so the block grant and the conditional 
primary health care grant have represented the only rela- 
tively flexible sources of funding available to the districts. 
Donors are now starting to fund this conditional grant 
directly, which is likely to increase the flexibility of its use as 
long as the funds are used for health and not for other 
sectors. 


The institution of the conditional grant for primary health 
care increased the total amount that the districts could spend 
on health care, but at the expense of a decreased flexibility for 
the districts in the way they could use their funds. The ques- 
tion now being debated is whether this was an inappropriate 
recentralization or whether is was a legitimate fine tuning, 
putting in place mechanisms which should have been there at 
the outset. 


Conclusions 


Decentralized power over budgets does not automatically 
provide more resources for the health sector, not even if 
health is an agreed political priority. District leaders perceive 
the health sector as one sector among others in a wider 
context. Budget priorities are made according to an appreci- 
ation of the health sector as well as the resources available for 
health and other sectors within the respective districts. One 
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obstacle against making the available funds meet the needs 
has, to a large extent, been over-ambitious plans and budgets 
made by the districts and an overoptimistic view of the 
revenue base. A second, inherent problem in the district has 
been a lack of actual capacity to utilize the funds available. 


In Uganda, the low degree of funding from the districts actu- 
ally prompted a major increase in funds for health from 
central government, although restricted by conditionalities. 
During the first years of the conditional primary health care 
grant, a priority was construction and expansion of physical 
structure. The long-term effect on the health services, 
however, still remains to be established. 


Temporary conditionalities on resources from the central 
level may be useful to ensure resources for priority areas like 
health in the short term. However, such conditionalities on 
finances contradict the intention of political decentralization, 
namely to empower lower levels to set their own priorities. 
Earmarked funds, which still dominate the sources for 
primary health care, imply less involvement by local decision- 
makers, and thereby tend to keep health as a vertical and iso- 
lated technical issue. 


Long-term development requires a minimum of conditional- 
ities over the implementing level, in the case of Uganda, over 
the districts. Sufficient funds have to be ensured through 
other means, such as involving the politicians and adminis- 
trators in the planning process and by instituting incentive 
mechanisms rather than restrictions. It is therefore important 
that the health sector, at all levels, works closely with district 
politicians, officials and other leaders in order to ensure long- 
term, sustainable development of the health sector. To make 
this happen, it would also be useful to define health in a wider 
context, and thereby make it a political topic, not just a bio- 
medical or physiological one. Health should therefore be 
dealt with in a discourse that district leaders and lay people 
can understand, 


Endnote 


' At the beginning of financial year 1996/97 1 US$ = approxi- 
mately 1100 Ugandan Shillings (Ministry of Finance and Economic 
Planning). 
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Abstract 


This paper examines the role of the Ministry of Health (MoH) in Uganda in the process of developing a Sector-Wide 
Approach (SWAp) within the health sector. Power dynamics are integral to any understanding of development 
assistance, and SWAps bring with them new opportunities for the deployment of influence. The SWAp process has 
changed the interaction between the donors and the Government, and the perspective of this interaction has shifted 
from various technical areas to the entire health sector. It is argued that although the decentralization of the public 
sector has transferred considerable responsibilities and duties from the central level to the districts, significant power, 
defined as a social construct, has been generated by the MoH in the very process of developing SWAps. The MoH has 
been able to exercise significant influence on defining the content and boundaries of the SWAp process, as well as the 
direction it is taking. This development has largely followed blueprints drawn by donors. Through the institutional 
framework associated with SWAps, the MoH has redefined the interaction between the central level and the districts as 
well as between the MoH and the donors. While the SWAp process is now moving from the planning to the 
implementation phase in Uganda, we see a number of new, changing, ambiguous and contradictory strategies emerging. 
© 2002 Elsevier Science Ltd. All rights reserved. 
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SWAps approach has not produced sustainable results in terms 
of improved health services (Foster, 1999). A SWAp 
During the last decade donors and governments addresses whole sectors rather than specific activities or 
globally have been frustrated by the lack of effectiveness projects and is intended to reinforce national leadership, 
and Government ownership of the development coop- transparent decision-making processes and institutional 
eration (Harrold, 1995). These problems have been capacity building (Peters & Chao, 1998). It is usually 
increasingly regarded as systemic (MoH, 2000d). A seen as consisting of 4 components: policy framework, 
recent way to address these shortcomings has been to financial framework, institutional framework and com- 
redefine the roles of the donors and the recipient mon working arrangements (Cassels, 1997) and of the 
countries in what has been referred to as Sector-Wide following guiding principles: 
Approach (SWAp). This rethinking has two origins: one 
emerging from macroeconomists’ interest in improving all significant funding for the sector supports a single 
the budget process, one emerging from the concern sector policy and expenditure programme, under 
of health professionals that the traditional project Government leadership, adopting common ap- 


proaches across the sector, and progressing towards 
relying on Government procedures to disburse and 
account for all funds (Foster, Brown, & Conway, 
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SWAps are commonly perceived as a way to strength- 
en governments’ ability to oversee an entire sector, 
develop policies and plans, and allocate and manage 
resources (Walt, Pavignani, Gilson, & Buse, 1999). The 
initiative to introduce SWAps has, however, largely 
emerged from donors (Pavignani & Durao, 1999). 

Global experience from SWAps brings up a number 
of issues concerning the nature of the partnership 
between the various actors in the SWAp process: How 
should partnership be defined? What does it entail? Is it 
necessary? Is increasing recipient dependency implied? 
(Annan, 1999). One issue that has not been explicitly 
addressed is whether a SWAp affects the power balance 
and the relationship between the central government, in 
particular the MoH on one hand, and the sub-national 
level on the other, and if so, how is the balance affected 
(Foster, Brown, Norton, & Naschold, 2000b). Since 
Uganda has carried out a politically and administra- 
tively far-reaching decentralization of the entire public 
sector, answering the last question implies particular 
challenges. Another area in need of highlighting is the 
relationship between the MoH, donors and other 
ministries, and the role of the civil society, including 
non-governmental organizations (NGOs), in the health 
care system. 


Power: Theoretical framework 


This paper examines the SWAp process in terms of 
power exercised by the various stakeholders, how these 
power relations affect the substantive content of the 
process, and, consequently, the outcome in terms of 
priorities. With power, we do not mean static properties 
embedded in social bodies, but rather strategic relation- 
ships embedded in the very processes of social interac- 
tion. Power is thus a social construct, emerging out of 
social relationships, with its own dynamics of develop- 
ment, 

For a more thorough analysis of the power process 
inherent in the SWAp processes, Foucault’s work on 
power (1978) will give the theoretical framework: 


Power must be understood in the first instance as the 
multiplicity of force relations immanent in the sphere 
in which they operate and which constitute their own 
organization; as the process which, through ceaseless 
struggles and confrontations, transforms, strengthens 
or reverses them; as the support which these forces 
relations fins in one another, thus forming a chain or 
a system, or on the contrary, the disjunctions and 
contradictions which isolate them from one another; 
and lastly, as the strategies in which they take effect, 
whose general design or institutional crystallization is 
embodied in the state apparatus, in the formulation 
of the law, in the various social hegemonies. 
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According to this description, power is a complex and 
fluid concept, constituting a system of various force 
relations, affecting social institutions and hegemonies: It 
is the name that one attributes to a complex strategical 
situation in a particular society. (Foucault, 1978). 
Foucault’s statement rests on four main principles: 


®@ Power and knowledge are never separated but always 
composite, emerging from local centres of power- 
knowledge. Techniques of knowledge and strategies 
of power are just two aspects of the same entity. 
Information systems have, for instance, been in focus 
for power struggles between various interests in the 
health sector, and have appeared to be a key factor 
for monitoring SWAps (Foster et al., 2000b). 

@ Relations of power-knowledge are not static forms of 
distribution, but rather what Foucault referred to as 
‘matrices of transformations’. Such relations are 
impermanent, fluid and continuously changing. For 
instance, experience from SWAps elsewhere show 
that donor-recipient relationships change over time, 
and that influence depend on a variety of factors, 
such as financial weight, technical capacity, innova- 
tive approaches, negotiating skills, consistency and 
willingness to take risks (Walt et al., 1999). 

® Local contexts and tactics need to fit into overriding 
Strategies, and inversely, overall strategies can only 
be concretized in local tactics and contexts. The need 
to combine broad systemic issues with incremental 
change built on experience has emerged from 
previous experience on SWAps (Walt et al., 1999) 

® Since discourses appear in the fields of power, they 
are always ambiguous, rather complex, contradictory 
and unstable since the very nature of power is 
impermanent and fluid. In this paper it is shown, for 
example, how the primary health care concept has 
been given different meanings in different times and 
different contexts. 


Restructuring and moving the ministry of health 


Uganda has carried out a package of public sector 
reforms including a general decentralization of central 
government functions to the 45 districts. The decen- 
tralization, comprising of political, administrative and 
financial components has enabled the districts to grow 
relatively autonomously. Other reforms in the package 
include reforms of the civil service, army demobilization 
and privatization of government enterprises. 

Along with the decentralization, planning, budgeting 
and provision of social services is now the responsibility 
of the districts (Villadsen, 1996). The public sector 
reforms have changed the roles of the technical line 
ministries at central level (Langseth, 1996), including the 
MoH. The main role of a ministry is now to develop 
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policies and guidelines within its respective sector, to 
monitor the activities and to provide logistic support 
when necessary (MoH, 1999). In the case of the MoH, 
the change of roles has been described as a change from 
a ‘ministry for hospital services’ to a ‘ministry for health 
policy development’ (World Bank, 1994). 

In 1999, the MoH was being restructured as a part of 
the civil service reform, aiming at a more functional 
organization (MoH, 1998). All these events raised the 
profile of the MoH and increased its capacity to interact 
with donors and other ministries in a more organized 
manner. At the same time, the MoH moved physically 
from the old colonial era capital Entebbe to the current 
capital, Kampala. The move, which had been planned 
for over 40 years, had a major symbolic significance. The 
MoH came at par with other ministries, located in 
Kampala. Whereas the MoH had previously been 
scattered in different locations throughout Entebbe 
and Kampala, it now became physically centralized 
under one roof. This change enabled the internal 
organization of the MoH to be strengthened. 

However, following decentralization and restructur- 
ing, the MoH, as well as other technical line ministries, 
had difficulties to come to terms with its new role. 
Technical programmes in the MoH to a large extent 
continued to work in the same manner as in the past, 
involving themselves in micro-management and in 
service delivery, which gradually caused conflicts with 
the emerging local government system in the districts. 
The technical programmes had over time developed a 
very intimate interaction with donors and international 
agencies such as WHO and Unicef, often resulting in 
considerable resources being made available for specific 
interventions through the technical programmes addres- 
sing them. 


Planning function weak 


Prior to the decentralization, the Health Planning 
Department of the MoH did not have a prominent role: 
‘widely perceived to have lost its sense of purpose and 
leadership. The department is inadequately staffed, 
poorly housed and equipped and is consequently unable 
to come up with the most basic of the services it is 
expected to provide’ (Brown, 2000). Many of its 
functions had in reality been carried out by other bodies 
within the MoH. This situation caused problems in 
terms of internal coordination of the various pro- 
grammes of the MoH, and consequently, of the role 
that the MoH was supposed to play vis-a-vis the 
districts. The interaction with the district was often 
carried out in an ad hoc manner and largely based on 
separately funded projects. 

As the profile of the MoH was low, and its de facto 
guidance left much room for improvement, the districts 


were largely left to implement technical programmes and 
organize the delivery of health services in their own way. 
However, the districts generally expressed satisfaction 
over the fact that they could rather independently carry 
out their own business without much interference from 
the central level. Considerable interaction took place 
directly between the donors and the districts, which 
through the decentralization policy were charged with 
the responsibility to deliver the actual services. 


The advent of the SWAp 


As the planning and coordination role of the MoH 
was weak, donors to a large extent interacted directly 
with the technical programmes, departments and units 
in the MoH. Decentralization actually posed a problem 
to some of the donors as it was not feasible to deal 
directly with all districts. Initially, some donors solved 
this problem by providing support to a limited number 
of districts. This way, part of the support was 
‘balkanized’ with different donors having interests not 
only in different technical areas, but also in different 
geographical ones. 

As a result of the above, the SWAp process in the 
Ugandan health sector was initiated at a top level 
meeting held in Kampala in 1998, with representation 
from the headquarters and embassies of all the major 
donors in the health sector on one side, and top officials 
from the MoH on the other. Out of 63 participants, 2 
were from local authorities and a few from NGOs 
(WHO & MoH, 1998). During the following years other 
meetings were held in Geneva, Paraa lodge in Uganda 
and in Kampala. 

The SWAp process soon became institutionalized. A 
set of partnership agreements was instituted, starting 
with a Statement of Intent to proceed with the SWAp, 
followed by a Common Working Plan and a Memor- 
andum of Understanding (MoH, 2000a), which is just 
about to be finalized and which will govern the common 
management arrangements between the MoH and the 
donors, now relabelled ‘development partners’. 

The transfer of the MoH to Kampala, and the 
restructuring that followed, were important steps to 
enable the SWAp process. The SWAp needed new 
working arrangements to be better organized, also 
internally within the MoH. The reorganization of the 
MoH resulted in a stronger formal organization, and 
also facilitated the interaction between MoH and the 
donors. It is noteworthy, that the initiatives to move as 
well as to restructure the MoH emerged from donors, 
however with the Ministry vigorously taking on the 
responsibility to carry out the reforms. Along with the 
SWAp process the MoH as an organization organiza- 
tion was put into more efficient use. 
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Through these working arrangements, the planning 
function of the MoH became central. The planning that 
had in the past to a large extent been done by donors 
themselves or programme-wise without any particular 
coordination, was no longer possible from the emerging 
sector-wide perspective. During the restructuring of the 
MoH in 1999, additional resources were allocated for 
this purpose. After a long dormant period, the Health 
Planning Department was revived and gradually turned 
into an active ministerial body (Brown, 2000). 

During the SWAp development process, the interac- 
tion between the MoH and the donors to a large extent 
focussed on the direct budget support, or what is 
sometimes referred to as ‘basket funding’. This type of 
support puts the funds under the control of a central 
Ministry. The health SWAp negotiation process in 
Uganda has taken place with the donors and the MoH 
as the two main actors. The districts, which deliver the 
services, have been involved to a very limited extent. The 
NGOs, mainly church missions, have been involved in 
the process to some extent, but compared to the large 
proportion of services rendered by this category, its 
representation has been limited. 


Planning framework 


A new national health policy, which covers a 10 year 
period, was formally approved by Cabinet in 1999. It is 
directly connected to a health sector strategic plan 
(HSSP) (MoH, 2000b), with a 5 year perspective. The 
plan, which follows a logical framework approach and 
aims at producing outputs for each strategic area 
covered, is expected to be linked to a planning frame- 
work in the districts and thereby indicating the major 
direction the health sector is supposed to follow during 
the years to come. 

For a number of years the districts have developed 
annual workplans for the health sector. This practice is 
now well established and all districts make operational 
health plans every financial year. The annual workplans 
in the districts are supposed to be linked and parallel to 
the HSSP at national level through a 5-year strategic 
district health sector plan. Consequently, the national 
policy has a direct impact on the planning process in the 
districts. The 5-year strategic district health sector plan 
is also supposed to be reconciled with the existing 
overall 3-year rolling development plans in the district. 
The MoH’s role has come to include approval of district 
annual work plans for health. Previously, the role of the 
MoH was to guide the districts and to give them 
feedback. The future will show whether the districts will 
comply with this requirement. 

Through this planning framework, generated by the 
MoH, the Ministry has obtained considerable influence 
over the way the districts plan their activities and use 
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their resources. The process has involved a number of 
workshops at regional level. Conducting such work- 
shops outside the districts has also a symbolic value in 
Uganda. Gathering district officials outside their respec- 
tive districts, means that the process is being run 
according to conditions set by the MoH, thus connect- 
ing them to the central process rather than the local one. 
The central planning framework has gradually changed 
the role of the MoH from a promotive and facilitative 
one to a prescriptive one. The communication has, so 
far, to a large extent been top down, the districts have 
had little say in the process. One example is the recent 
requirement by the MoH that Village Health Commit- 
tees be established in all the approximately 40 000 
villages of the country. Such a structure is not 
recognized in the local government structure. It is a 
vertical structure put in place by a single individual line 
ministry. 


Monitoring of funds 


Besides policy development, the MoH is charged with 
the important task to develop guidelines for various 
technical areas. Power is thus exercised through this 
process of generating knowledge, rather than through 
formal structures. The same applies for the utilization of 
the conditional PHC grant. In theory, to determine the 
utilization of the conditional PHC grant is the task of 
the Ministry of Finance. However, when the conditional 
PHC grant was established, the MoH was given the 
permission by the Ministry of Finance to make the 
guidelines for the utilization of the grant. This way, the 
boundaries surrounding the areas of responsibilities 
were changed at central level. The MoH gained 
additional influence. Since the direct budget support 
under the SWAp will utilize the conditional PHC grant, 
the fact that the MoH has been charged with the 
responsibility to make the guidelines gives it consider- 
able power over how to utilize these resources. How the 
monitoring should take place is not yet clear. In 
principle the monitoring is the task of the Auditor 
General and the Ministry of Finance. However, since the 
undertaking of such a procedure is a rather lengthy one, 
information is likely come too late to have an impact on 
the way funds are managed. Consequently, voices have 
been raised in favour of the MoH to carry out 
monitoring of the financial as well as the technically 
substantial management of the funds. Again, this would 
give more influence to the MoH through increased 
responsibility. The balance of power between the 
ministries is changing. 

The districts are obliged to implement the national 
policy, and the planning framework stipulates how this 
should be done. The logic of this framework goes from 
rather abstract levels down to the very activities planned 
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for by the districts in their annual workplans. In theory, 
changes in the workplans have to be approved by the 
political bodies in the districts, which makes it a rather 
cumbersome procedure. 

On the other hand, in order to implement the policy, 
the implementation arrangement needs to be based on 
the mechanisms that are in place in the districts. If, for 
instance, the private sector is not taken into considera- 
tion and included, it will be difficult to achieve the 
desired impact. Achieved output can be measured in the 
public sector facilities, but since these play only a minor 
role in service delivery, the impact will be limited. Since 
NGOs have played only a peripheral part in the process, 
their power remains limited. 

Implementation arrangements also need to consider 
the ability to exercise power at district level, with a 
considerably strong political and administrative struc- 
ture. If this structure is not actively involved, technical 
arrangements alone will be of limited value. The 
relationship between the centre and the periphery can, 
in this context, be referred to Foucault’s ‘rule of double 
conditioning’, according to which local contexts and 
tactics need to fit into overriding strategies, and 
conversely, overall strategies can only be specified in 
local tactics and contexts. 


Capital investments 


Capital or development investments are still the 
responsibility of the central government, and this 
responsibility gives the MoH considerable influence, 
which also has implications for the recurrent budget. So 
far only the recurrent budget has been decentralized. To 
date, construction works is a central level responsibility. 
Several districts and lower levels have, however, chosen 
to fund construction of lower level health units 
themselves to reduce disparity within the district in 
terms of provision and access to health services. At 
parish and village level, a number of new health facilities 
have been funded directly by the local governments and 
constructed through local initiatives. The district autho- 
rities encourage such initiatives, as these often result in 
considerably reduced costs for the constructions. 

This is a potential area of conflict between central and 
local levels. Capital costs imply recurrent expenditures 
for staff and other running costs, which are a central 
level mandate. Together with the Ministry of Local 
Government, the MoH has therefore decided that it will 
put in place sanctions against districts where health 
facilities are constructed using direct funding, unless 
prior approval is given by the MoH. This can be seen as 
a necessary move to avoid escalating costs for staffing 
etc. It should however be remembered that the district 
headquarter area is often oversupplied with health 
facilities and health staff, while more remote areas are 


suffering from lack of services. Initiatives to construct 
new health facilities by local authorities are often efforts 
to reduce disparity in terms of service provision. 

Within the new policy and the draft HSSP, expanded 
infrastructure has been emphasized as a way to improve 
services. According to a survey by the MoH in 1992, the 
population covered by health facilities in the country 
was only 49% (MoH, 1992). However, later studies 
contradict this low figure claiming to be higher 
(Hutchinson, 1999b). Nevertheless, plans have been 
developed to upgrade health centres and to construct 
new ones where deemed necessary. An early initiative 
was the creation of Health Subdistricts, which in 
practice has meant the creation of mini-hospitals below 
the district level, with a focus on curative services 
including operation facilities, albeit the intention was to 
cater for preventive services as well (Bagambisa, 
Mayanja, & Nuwa, 1999). The health subdistrict part 
of the policy is now being implemented in a phased 
manner. The cost for running Health Subdistricts were 
initially heavily underestimated. When the real cost was 
being investigated, experience suggested that it was 
around 10 times higher than the original estimate. 

An earlier plan to construct some 3000 new health 
facilities at parish level has now been reduced because of 
the cost implications for the capital investments as well 
as for consequent recurrent costs. This is an example of 
how high technology and curative care are given 
preference over lower level service provision at health 
unit level. The MoH is in power to determine which area 
should be prioritized, even if this contradicts the opinion 
of the subnational levels. 


The role of NGOs 


During the colonial era, a few years before Indepen- 
dence, legislation was put in place with the effect that 
Government was obliged to support mission health care 
facilities financially (The Uganda Gazette, 1959). 
Although formally still in place, this regulation ceased 
functioning during the turmoil that followed the over- 
throw of the Amin and Obote regimes. Until the early 
1990s, most mission health facilities received enough 
external support to provide adequate services. 

The role of NGOs in the SWAp process has all along 
been ambiguous. The mission organizations have been 
taken on board, but it is still too early to assess their 
influence in the process and the ultimate magnitude of 
support. It is, however, clear, that their role in the 
SWAp process is disputed. Currently it seems that 
mission health facilities will get considerably less 
support than corresponding government facilities. 
Non-mission NGOs, e.g. AMREF and CARE, have 
not been involved greatly during the later stages of the 
SWAp process and their role is currently marginalized. 
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In the past they have managed projects on behalf of 
donors. Through the SWAp such management will be 
handled directly by the government without any 
intermediaries. , 

The external support to non-governmental organiza- 
tions (NGOs) has been substantially decreased, and the 
health facilities run by church missions are experiencing 
severe financial problems. Although only 28% of the 
health facilities in Uganda are run by the private sector, 
including NGOs (Hutchinson, 1999a), their proportion 
of the actual services rendered constitutes a good main 
share of the facility based health services (Hutchinson, 
1999b). Still, the MoH considers government facilities as 
the major service providers. Based on initiatives from 
donors and from the top management of the MoH, 
modalities are being worked out to incorporate the 
NGOs in the support that is expected with the SWAp 
process. However, so far it seems unlikely that facilities 
run by various missions will acquire support that will be 
at par with the support to the Government facilities. The 
current main problem is the difficulties the missions are 
experiencing in paying their staff salaries equivalent to 
the level of Government salaries. This problem has made 
health workers leaving the mission facilities to seek 
better paid jobs in the Government facilities, thus 
depleting existing and functioning health facilities and 
hospitals from its badly needed staff. In addition, 
Government is now deploying its own staff to mission 
facilities, with salaries at government levels, which are 
higher that the ones the missions can afford to pay. This 
new development creates a system with two wage levels 
in the mission facilities. 


Curative services predominant 


The national! health policy, which is one of the 
cornerstones of the SWAp process, refers to the Primary 
Health Care concept as defined at the Alma Ata 
conference in 1978. The problem is that the interpreta- 
tion and focus differs, which has certain consequences. If 
the focus of PHC is on the definition of health, PHC 
becomes not only a biomedical but also a social, 
political, cultural and a human rights issue. If the focus 
is on the so-called elements of PHC, health remains a 
technical issue, largely to be dealt with by health 
professionals. The Alma-Ata declaration is ambiguous, 
complex and contradictory. 

The discourse is interpreted and given a focus by the 
individuals that will use it for action. With the MoH asa 
main partner in the SWAp process, the focus is likely to 
be on the issues familiar to the associates in the MoH. 
Knowledge, experience and interest all affect the focus. 
Being a partner in the process provides an opportunity 
to determine the focus. 
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With the recently undertaken restructuring of the 
MoH, the physicians have strengthened their presence. 
Out of 80 positions filled positions in 1999, 62 were filled 
by physicians (= 80%). This situation has lead to a very 
strong professional emphasis on physicians’ traditional 
areas of expertise. The focus has further been heavily on 
curative services, whereas previously well-established 
areas of public health, such as water and sanitation, 
have been marginalized. The emphasis on new regional 
hospitals and high-tech solutions are signs of this 
development. A recent example is the veto issued by 
the MoH against bicycle ambulances. Such ambulances 
have, for a long time, been favoured by districts as a way 
to transport patients from very remote areas, especially 
places that are difficult to reach with motorized 
transport. The MoH blocked donor support to bicycle 
ambulances as they were considered outdated technol- 
ogy. This example also highlights another development 
in the SWAp process: according to the draft Memor- 
andum of Understanding, the MoH now has a veto right 
against any kind of support rendered by a donor taking 
part in the SWAp process to a district. 

Another recent example of a view driven by physi- 
cians is the emergence of the concept of ‘Centres of 
Excellence’. The substance of this issue, which has been 
launched by the Uganda Investment Authority, is to 
encourage private initiatives in health care, aiming at an 
affluent market (Uganda Investment Authority, 2000). 
The proposal is to give tax reductions and levies on 
imported goods, so that physicians can start hospitals 
and clinics at the private market, providing a high 
quality service. This has been seen as a way to increase 
the general level of standards within the health sector. 
Such a policy for poverty alleviation is, however, likely 
to have a detrimental effect on the basic health services 
at lower levels. 


Power dynamics 


The very process of increased and intensified interac- 
tion between donors, now referred to as ‘development 
partners’, and the MoH can be considered as one that 
generates knowledge, and consequently, power, which 
Foucault refers to as just two aspects of the same entity. 
Participation in the process is important, as is will- 
ingness expressed to provide general budget support 
through the MoH. Currently, donors compete to play a 
lead role in this mutual process, and the MoH gains 
further power. 

As a result of the decentralization, the districts 
initially had the upper hand vis-a-vis the MoH in that 
they had now obtained the responsibility to deliver 
services, and, at least in theory, had resources to do so. 
Over time, however, the resources became increasingly 
conditional, and the districts were gradually bypassed in 
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the process that generated the policy and the adjacent 
planning framework. Through the SWAp process, the 
MoH came to increasingly regulate the interaction 
between the districts and the donors. These relations 
of fused power-knowledge are not static forms of 
distribution, but rather what Foucault referred to as 
‘matrices of transformations’, and have been highly 
fluctuating over time. 

A justification for SWAps is to simplify the imple- 
mentation arrangements for support to the health sector 
and to ensure government ownership. It is, however, 
interesting to see who has been included in the process 
and who has not. The districts, the real implementors, 
have had a very limited role in the SWAp process. The 
SWAp has constituted an instrument to increase the 
deployment of influence from the central level and to 
take advantage of the possibilities created by the 
restructuring and the transfer of the MoH Ironically, 
in a heavily decentralized political system, power within 
the health sector has become increasingly centralized. 
Since the health planning function now plays an 
important role in the interaction with donors, this 
department has gained more influence compared to the 
technical programmes, which used to have intensive and 
intimate relationships with donors and international 
technical agencies. Thus, the power dynamics within the 
MoH have also changed. 

In a decentralized system, such as the Ugandan, with 
one of the most radically decentralized public sectors in 
Africa, the periphery needs to be coordinated by the 
centre. The question to be asked is not if coordination 
should happen, but rather coordination of what, how 
and how much. In the health sector of Uganda, the 
SWAp process has changed the relationship between the 
various actors. The MoH has gained a better overview 
of the sector and of the responsibilities towards the 
elements within it. The working relationship between 
donors and the MoH has deepened and been simplified 
at central level. Health policy plays a more central role 
for the management of health services. The value of 
information as a management tool is gradually being 
recognized within the MoH as is the gap between 
resources and actual programs (Brown, 2000). The 
negative side of this is the reduced role of the districts 
in decision-making and lower level planning. 


Conclusions 


During the SWAp process in Uganda, the role of the 
MoH has emerged clearer and stronger. The reasons are 
issues like conditional funding, planning arrangements 
and veto right against donor-district interaction. Most 
important is the power emerging from the negotiation 
process proper, which is the core of the SWAp process. 
The main questions are who directs the process, who 


participates in the process and who decides the 
boundaries of the sector and what is should contain. 
The process is seen as a stage where power relations 
interact. Most importantly, it is obvious that the actual 
process enables those involved to deploy influence 
beyond the limits of the formal structure. 

The content has been largely influenced by the 
view held by donors. The MoH has played an 
important lead role in this process. It has previously 
been described how success has followed when recipient 
administrations have been able to take advantage of 
donor initiatives (Pavignani & Durao, 1999). Concern- 
ing the context, the districts have lost ground in the 
process, to some extent due to formal powers given to 
the central level, but mainly because not having been 
involved as key actors in the process. The subnational 
levels have been linked to the process on conditions set 
by the centre. 

Although decentralization has also been supported by 
donors, a district-focused approach for support turned 
out to be complicated for many donors. From this 
aspect, the increased cooperation and coordination at 
central level that comes with a SWAp has been in the 
interest of all main donors. At the same time, most 
donors are explicitly in favour of decentralization. There 
is an inherent conflict between this view and the 
operational interests of the donors. 

A thoroughly biomedical view, commonly held by 
physicians, has grown stronger in the centralized and 
higher-profile MoH. Although the national health policy 
is committed to poverty alleviation and to a primary 
health care strategy, there is an inherent conflict between 
such public statements and the professional views 
expressed by the medical profession. The latter views, 
which to a larger extent are expressed in the strategic 
plans, focus on curative services, on constructions, on 
hospitals rather than on lower health units, on highly 
trained professionals and on high-tech solutions rather 
than low-tech ones. 

This development goes contrary to the development 
goal of bringing power closer to the people. Health is 
increasingly seen aS a broader and more political 
concept the further one goes down in the political 
system of Uganda, and the local government system 
provides an opportunity for elected representatives to 
have a say in health matters. On the other hand, health 
is traditionally seen as a much narrower concept by 
health professionals, especially by physicians that now 
increasingly dominate the MoH, and whose views and 
professional networks determine new power dynamics. 
The predominant view also tends to focus on govern- 
ment health facilities, although the services provided by 
NGOs play an extensive role. Although the national 
health policy states otherwise, health is currently seen as 
a technical issue rather than a development goal related 
to poverty alleviation. 
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Although the districts have been given ample formal 
power, the MoH and donors have now obtained the 
opportunity to exercise noteworthy informal influence 
with significant consequences for the districts and for all 
other actors on the health care stage in Uganda. 
Although the reorganization of the MoH was a 
requirement for this to happen, the very opportunities 
for this power to be exercised have emerged from the 
process to develop a SWAp. 

The SWAp has changed the collaboration dynamics 
between donors and government and puts the central 
government in clearer focus. As long as governments 
depend on donor support to run social sector services 
like health, it is currently difficult to see a better 
alternative to SWAps. However, there is a need to 
scrutinize the substantive content and consequences of 
the process in the light of ultimate development goals. 

While a number of donors are moving towards joining 
the SWAp process, others are more hesitant, and still 
others develop alternative strategies. For instance, the 
new Unicef country programme will allocate 80% of its 
funds for district level activities and the remaining 20% 
for central level activities to support lower level 
implementation. 

The power relations among the various actors in the 
SWAp process are dynamic and rapidly changing. The 
SWAp in Uganda is now embarking on its implementa- 
tion phase, and power relations are likely to continue to 
change. What remains to be observed is how and in what 
direction. 
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This paper analyzes the recently undertaken restructuring of the Ministry of Health in Uganda, which was 
carried out because the previous structure did not comply well with the decentralization framework or policy. 
The Ministry was put under pressure by higher political levels, supported by the donor community, to restruc- 
ture. The paper describes the principles that were guiding this operation, and assesses whether these prin- 
ciples relate to the final outcome and whether the outcome was actually as expected. This paper also analyzes 
the reasons for the achieved, or not achieved, results and suggests the way forward. 


The outcome of the restructuring procedure in terms of change in number of employees was small. The foun- 
dation, in terms of a certain structure, has been laid for the Ministry of Health to function in its new role as 
a coach more than a player, but the work to establish a functioning process is far from complete. 


The issue is to make actors at various levels relate to each other, and thereby establish appropriate processes 
within the existing structure that will help the Ministry develop into a dynamic body. The importance of 
finding forms for interaction, involving face-to-face relationships between the Ministry and service delivery 


level, is stressed. 


Key words: administrative reform, policy implementation, decentralization, health sector, Uganda 


Introduction 


During the last decade, a number of government reforms 
have been undertaken in Uganda, including reorganization 
and restructuring of the civil service, decentralization, 
economic recovery programmes, privatization, army demo- 
bilization and constitutional reform (Langseth 1996b). The 
decentralization reforms comprise three components: 
political, administrative and financial decentralization (Vil- 
ladsen 1996). All political and administrative authority has 
been transferred from the national to the local government 
authorities (Kisubi 1996). The function of the national 
government has been reduced to policy formulation, 
planning, inspection, management of national programmes 
and projects, security, defence and foreign policy. Line min- 
istries formulate policies and guidelines within their respec- 
tive sectors, provide technical supervision, set standards and 
inspect services to ensure appropriate quality; specialized 
logistical support not available on the district market will also 
be provided when needed, e.g. vaccines, drugs and medical 
equipment in the case of the Ministry of Health. Most other 
activities, including delivery of health services, are now the 
responsibility of the districts. For the Ministry of Health, the 
role has changed from the one of a ‘ministry for hospital 
services’ to a ‘ministry for health policy development’ (World 
Bank 1994). 


As a part of the civil service reform in Uganda, all the 


national ministries were supposed to be reduced in size to 
improve efficiency. Most ministries had grown too big since 
the time of Independence; the efficiency of work had also 
decreased (Government of Uganda 1990; Langseth 1996a). 
With the restructuring, the task was to create a civil service 
with clear organizational mandates and objectives. Some of 
the guiding principles were transparency, result-orientation, 
implementation of simple rules and procedures, resource 
allocation and budgeting based on clearly identified 
priorities. The civil service was going to be smaller and its 
employees better paid (Government of Uganda 1993). 


For the Ministry of Health, a comprehensive restructuring 
was carried out in 1995 (Ministry of Health 1995). It is inter- 
esting to note that, while one of the main reasons for this 
exercise was to decrease the size the Ministry, in reality it 
actually increased. The increase was particularly noticeable 
among senior and top civil servants, such as directors, com- 
missioners and assistant commissioners. From a former core 
of 506 professionals at Ministry of Health Headquarters, the 
restructuring led to an increase of over 40%. The reason for 
this was mainly a strong bureaucratic pressure from the 
officers in the Ministry, who had a considerable influence on 
the process. The issue of new roles for the central govern- 
ment left very few traces in the 1995 organization of the 
Ministry of Health. One of the most critical issues, the 
relationship between the national level and the service 
delivery level, was hardly addressed at all. 
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After the restructuring exercise in 1995, it became increasingly 
obvious that the Ministry was still oversized and did not 
comply well with its new obligations according to the civil 
service reform. In general, the officials of the Ministry were 
still working the way they had in the past, i.e. managing verti- 
cally organized programmes from the centre down to the local 
leve}. This situation can be interpreted as a bureaucratic resist- 
ance at the centre against decentralization. This was in great 
contrast to the change of attitude at service delivery level. 
Since the districts were becoming increasingly aware of their 
new powers, interference with the daily activities ofa district 
was simply no longer accepted by the district administrators. 


In 1997 it had become necessary to embark on a new restruc- 
turing exercise that was to continue until mid-1999. This 
paper addresses this second restructuring process and its 
outcome. It aims to describe the principles that were guiding 
this operation, and to assess whether these principles relate 
to the final outcome and whether the outcome was actually 
as expected. This paper also endeavours to analyze the 
reasons for the achieved, or not achieved, results, and to 
suggest a way forward. 


Theory and method 


The paper draws mainly on the academic fields of implemen- 
tation research (Lundquist 1987) and contemporary organiz- 
ation theory (Scott 1987), which both address rationalistic 
approaches to public sector reforms. Rationalistic 
approaches view administrative changes as results of deliber- 
ate choices between alternative forms of organizational struc- 
tures, each one serving to support a certain operational 
system. The reform perspective constitutes a part of a ratio- 
nalistic and instrumental tradition in implementation 
research. We will furthermore relate to work by Giddens 
(1984) on structuration and forms of institution, to analyze 
the relationship between different levels of the system. 


The data have been collected through participatory obser- 
vation — by actively taking part in meetings related to the 
restructuring process, by interviews with civil servants inside 
and outside the Ministry of Health, interviews with donor 
representatives and by review of documents produced by the 
consultants, by the Ministry of Health, by other ministries 
and by donor agencies. Discussions have also been held with 
a large number of district officials during field trips in all 
regions of Uganda. 


Results 


The second recent restructuring exercise of the Ministry of 
Health started in December 1997 with international consul- 
tants being hired from one of the most prestigious firms of its 
kind in Europe. They were hired by the Ministry of Health 
and funded by the World Bank. Terms of reference were 
developed within one of the World Bank projects in the 
Ministry of Health, and the procedure was supported by the 
Ministry of Public Service and the World Bank. 


The first step to be taken by the consultants was to identify 
the objectives of the Ministry of Health by consulting the 
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current legislation, notably the constitution and the Local 
Government Act (Ministry of Health 1998a). The next part 
of the exercise was to identify functional problems inherent 
in the organization. The problems identified could be 
described as duplication of responsibility within areas such as 
setting of standards and regulation on professional issues or 
pharmaceutical policy, lack of clear responsibility of the 
different departments in the Ministry, fragmentation of func- 
tions into ‘vertical’ technical programmes and problems with 
departments focusing on specific professions rather than 
functions. 


Based on these objectives, the next step was to identify the 
expected key outputs of the Ministry of Health. Among these 
were issues like coordination of the health sector, develop- 
ment of a national health policy, provision of a basic health 
care package with integrated health services to all citizens, 
ensuring adequate referral services, ensuring a national 
human resources development policy, and guiding and pro- 
moting research activities. 


These key outputs gave the basis to formulate new core tasks 
of the Ministry: policy-making, planning and mobilization, 
setting of standards, quality assurance, capacity development 
and technical support and coordination of services rendered 
at national level. 


There was now a basis for analysis of which functions should 
remain in the Ministry and which could be transferred to 
other bodies. An organizational structure for the Ministry was 
worked out. 


The plans to change the structure of the Ministry were met 
with suspicions and even resistance from the officers con- 
cerned (Ministry of Health 1998b). This resistance was 
particularly strong during the initial phases of the restructur- 
ing process. However, since the pressure to restructure 
actually came from the highest political level in the country 
— the President — through the Ministry of Public Service - 
there was an increasing acceptance of the idea that there was 
need for a change and that this would actually happen. The 
resistance therefore changed character and gradually came to 
deal more with the question of how the restructuring was 
going to take place rather than if it was going to take place at 
all. 


During this ‘how phase’ the discussion came to focus on the 
actual capacity of the districts to deliver health services. It 
was generally accepted that the legally founded responsibility 
to deliver social services was to rest with the district. 
However, it was argued that since the districts allegedly did 
not have capacity to deliver the services, the national level 
should still do so on behalf of the districts as a practical 
solution during a transitional period of undefined duration. In 
other words, although the general idea of restructuring was 
accepted, the practical implications were not. 


Gradually the central discussions came to focus more on the 
structural layout of the departments and divisions of the new 
ministry and less on their expected interaction with 
implementation levels, The consultants advocated for the 
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establishment of broader organizational units like ‘child 
health’, ‘reproductive health’, etc., while the view held by 
professionals in the Ministry was that the traditional pro- 
grammes for immunization, diarrhoeal diseases, nutrition 
and family planning should instead be maintained to ensure 
continued support from donors. The main reason given was 
that these departments were already established and sup- 
posedly functioning well. 


The output of the restructuring process (Ministry of Health 
1998c) was to a large extent a logical consequence and result 
of the analysis built on the set objectives and broad key func- 
tions expected from the new units. The units were no longer 
organized vertically by single diseases but rather by areas of 
disease or even more broadly. However, the old technical, 
vertical programmes still remain within the new broader 
units. The overall number of posts (928) was reduced by 69. 
Out of these, 43 were support staff, mainly cleaners and mes- 
sengers. The staff budget was reduced by 114.3 million 
Ugandan shillings per annum! or 5%. The line of command 
became thinner at the top, with fewer commissioners (five 
instead of 11), fewer assistant commissioners, principal 
medical officers and so on. Although the actual reduction of 
staff was much less that expected, the plan was still praised 
from outside the Ministry, especially by donors. 


The outcome of the restructuring is the current ministerial 
body, organized according to its set objectives, but also to a 
large extent built on compromises with views held by 
Ministry officials. The number of staff did not decrease sub- 
stantially. The old technical programmes were largely left 
untouched, although incorporated into broader units. The 
paramount question is whether the Ministry now lives up to 
its mandate, i.e. to develop policies and to facilitate their 
implementation, rather than implementing policies? If this is 
not the case, what is the reason? Can such shortcomings be 
traced? 


After the restructuring, the Ministry produced a National 
Health Policy (Ministry of Health 1999) and several sub- 
sector policies as was expected in the set objectives. What 
remains problematic, however, is the actual implementation 
of the policies. This paper will try to analyze the reason for 
this. 


The planning process for the health sector has been staged by 
the Health Planning Department of the Ministry, which has 
gained considerable influence in the process within as well as 
outside the Ministry, not least in the donor community. 
Donors and foreign advisers have again supported the 
process. The instruments developed by the Health Planning 
Department to put the health policy into action entail a series 
of steps, mainly developed by technical officers and based on 
logical framework approaches. The relationship between the 
Ministry and the districts is largely upheld with the technical 
functions in the districts, rather than the political or adminis- 
trative ones. 


Civi) servants in Uganda describe ministries as ‘wet’ or ‘dry’ 
(Munene 2000). Wet ministries attract civil servants because 
they have a continuous supply of resources, including 


opportunities for field trips. Such a ministry attracts a larger 
share of the Treasury. It also has more motor vehicles allo- 
cated to individual officers. The opposite is true for dry min- 
istries, which may even lack paper for daily activities. Such a 
ministry is less attractive to civil servants. Similarly, pre- 
sumptive employees often regard districts as dry. The 
Ministry of Health is comparatively wet, and hence attract- 
ive. This fact attributes more prestige to the Ministry vis-a-vis 
the districts and affects the way they communicate. This 
description can also be applied to departments and units 
within a ministry. 


Due to changes in the environment, such as the increased 
interest by donors for budget support rather than project 
support, and also due to the actual restructuring, the Health 
Planning Department gradually increased its influence in the 
Ministry and got increasingly ‘wetter’, while the opposite was 
true for most technical programmes. 


These continuously vertical, technical programmes have diffi- 
culties in defining their roles in relation to the districts, and 
have also encountered problems in regard to communication 
with the Health Planning Department in the Ministry. Due to 
various reasons, technical support visits to the districts have 
become less frequent. Many officials perceive their roles as 
producers of guidelines for technical programmes — some- 
thing that can allegedly be done in the Ministry Headquarters 
without consulting the district health planners. If these are to 
be consulted anyway, it can be done by summoning them to 
Headquarters in Kampala. In addition, many of the finalized 
technical guidelines are not effectively distributed to the 
implementers. The general opinion at the national level is 
that the districts have little to contribute with regard to the 
planning process at central level, which results in a lack of 
involvement and subsequent ownership of sub-sector policies 
by the people responsible for the actual implementation. 
While the districts often complained about the extensive 
interference by the central level in the past regarding the 
operation of technical programmes in the districts, current 
complaints are rather over the lack of interaction and support 
supervision. 


The first restructuring in 1995 resulted in no change of func- 
tions for the national level Ministry of Health vis-a-vis the 
districts. The national level staff maintained a paternalistic 
attitude towards the districts. The second restructuring 
actually resulted initially in a largely non-existent relation- 
ship between central and peripheral level, especially between 
the technical programmes and the districts. This fact seems 
more disturbing to the districts than to the national level 
officials. 


This illustrates a need to further develop appropriate 
relationships between the national Ministry of Health and 
the districts. The formulation of policies and guidelines has 
to involve considerable personal interaction as well. There is 
a lack of openness or contingency in this relationship, which 
makes a fruitful collaboration between the centre and the 
periphery difficult. The very reason for the existence of the 
Ministry lies in the interaction with the implementing level. 


But this interaction remains problematic, due to a lack of 
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efficient communication between the different structural 
levels. 


Discussion 


The latest restructuring of the Ministry was effected because 
the previous structure did not comply well with the decen- 
tralization framework or policy. The ministries, agencies of 
the national government, were not adjusted to the decentral- 
ized structure. It was implicitly assumed that the situation 
could be changed by structural reforms, an assumption, 
however, that has long been questioned (Scott 1987). 
Whereas the Ministry had an overall dominating role in the 
health sector in the past, this situation changed with decen- 
tralization. Contrary to the past, the Ministry is not supposed 
to have any power to sanction, and likewise in principle no 
control over, funds to the districts. Only the Ministry of 
Finance has such executive powers. In practice, however, the 
Ministry of Health has retained considerable influence over 
the way conditional grants are used at district level, and has 
developed detailed guidelines in this respect. Since such 
grants constitute an overwhelming proportion of the funds 
available to the districts, the Ministry of Health is still in a 
powerful steering position as regards the planning and 
priority setting processes in the districts. 


The relationship between decision-maker and implementer 
can be described in terms of steering and control (Lundquist 
1987). Steering can either be direct, by commands, or 
indirect, by policies and guidelines and by financial alloca- 
tions. Before decentralization, the line ministries were 
responsible for the direct provision of services and hence 
largely carried out direct steering of planning and implemen- 
tation. This changed after decentralization, and the steering 
carried out by the Ministry of Health is generally indirect, 
through guidelines and regulations. However, as we have 
seen, parts of the Ministry, especially the technical pro- 
grammes, are still often executing direct steering at 
implementation level - or have given up steering altogether. 


Steering can also be viewed from two other aspects: 
reliability and rationality (Lundquist 1987). Reliability refers 
to the degree to which the implementer acts in accordance 
with the steering by the decision-maker. This is where the 
emphasis of the Ministry traditionally has been. Rationality 
refers to the degree to which the intended results are actually 
achieved. Whereas many of the policies and guidelines estab- 
lished by the Ministry are implemented at district level, clear 
impact in terms of improved health services, and eventually 
improved health, is limited. Many of the technical pro- 
grammes had met substantial difficulties in coming to terms 
with their new roles in the decentralization process. 


The immunization coverage rates had, for instance, been con- 
sistently declining since the early 1990s, and still are (Uganda 
Bureau of Statistics 2001). The decline started before the 
public sector reforms, including decentralization, took place 
in Uganda, but the difficulties that the national immunization 
programme had in working with local authorities certainly 
contributed to the persistently low coverage figures. The 
maternal mortality rate (MMR) has remained at an equally 
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alarming level (506/100 000) through the last 15 years 
(Uganda Bureau of Statistics 2001) and no improvement is 
yet in sight. The efforts made by national technical Pro- 
grammes to strengthen the work of health service providers 
do not necessarily result in improved service delivery, be it in 
quantitative or qualitative terms (Health Management 
Consult 1998). 


The steering carried out by the Ministry can therefore largely 
be seen as reliable but not equally rational. The link between 
the organization and the actual output still remains an issue. 
Indirect steering requires emphasis not only on the reliability, 
i.e. how the procedures are undertaken, but even more on the 
rationality, i.e. what actually comes out of it. 


Concerning the other aspect of the relationship between 
decision-maker and implementer, the one of control, or 
retrospective follow-up, the technical control remains the 
duty of the Ministry of Health. Effective control requires a 
reliable information system (Rodrigues 2000). Considerable 
resources have been invested in a comprehensive health 
management information system, which has had serious diffi- 
culties in becoming operational. Even if it finally becomes so 
fully, there is a focus on the operational aspects rather than 
the actual output of the services. Consequently, it has been 
difficult to establish a feed-back mechanism whereby import- 
ant information from the implementation level could be fed 
into the system and to ensure improved guidance from the 
centre. 


It seems clear that the established bureaucracy, inherited 
from the British colonial rule, seemed to be capable of resist- 
ing reformation even after the latest restructuring. The com- 
munication between the centre and periphery is failing. A 
guiding function means more than just sending out a circular. 
Giddens (1984) discusses ‘carrying contexts of interaction’ as 
elements of constructing a system. It seems obvious that in 
Uganda, circulars and written communication in general may 
not suffice as carrying contexts. Important processes such as 
the critica] face-to-face relationship, the ‘co-presence’ in 
space and time, need to be directly and clearly established if 
the machine is going to work. Anonymous bureaucratic com- 
munication without co-presence has very limited ‘carrying 
context’ in a society like Uganda, a society where modernity 
and traditionalism exist side by side. But even the modern 
‘islands’ of society, often built on expert systems (Giddens 
1990), another characteristic of modern society, are still 
dependent on communication requiring co-presence in its 
interaction. The critical system integration between the 
national and local level, which in general terms means reci- 
procity between actors and collectives at both levels, implies, 
inter alia, a face-to-face interaction yet to be established. 


Non-personal interaction requires the system adjusted to a 
higher abstraction level of communication, which is not yet 
in place, especially in remote areas of Uganda. The district 
health systems are still to a large extent a part of the tra- 
ditional society and require face-to-face interaction. The 
opposite is true when it comes to the offices of international 
organizations. This may also, at least partly, explain why 
many Ministry officials find it easier to communicate with 
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representatives of international organizations and with the 
donor community, than with their counterparts in the dis- 
tricts. The global organizations represent modernity, and so 
does the Ministry. However, the problem is that the Ministry 
needs to be able to represent modernity and traditionalism 
simultaneously - and to communicate with all actors within 
the health service delivery system. 


In addition, the academic and professional background 
generally differs between national Ministry officials and the 
district health officials. The District Medical Officers (now 
called District Directors for Health Services) do generally 
have a postgraduate training in public health, while few 
officers at Headquarters do. These have more often a purely 
clinical, usually hospital-based, background and limited 
experience from the field. Consequently, these two groups 
apply different conceptual thinking and hence also different 
frames of reference in their work. The fact that around 80% 
of the Ministry staff are physicians also adds significantly to 
the difference in perception of health issues between 
Ministry and district levels, and this circumstance does not 
facilitate wider multisectoral approaches to health at the 


periphery. 


The attitude held by Ministry officials is also an expression of 
power: to stick to the power one already has. For the officials 
in the Ministry of Health, it symbolizes authority. During the 
restructuring the Ministry moved from Entebbe to a new 
premise in Kampala, constructed for US$5.5 million (New 
Vision 1999). The Ministry now symbolizes to a higher degree 
the close relationship to the international biomedical and 
donor community through the move to close proximity of 
such international institutions. This symbolically devalues the 
link with the districts, which are supposed to render the 
actual services. 


Conclusions 


The Ministry of Health was put under pressure by higher 
political levels, with support from donors, to restructure. It 
did so rather unwillingly and the changes in terms of numbers 
were small. Furthermore, the relationship between the 
Ministry and the service delivery level remains problematic. 
Whereas the foundation in terms of a certain structure (‘the 
being’) has been laid for the Ministry of Health to function 
in its new role as a coach more than a player, the work to 
establish a functioning process (‘the doing’) is far from 
complete. A structure is in place that is filled by officials who 
are largely unaware of how to play their roles or to start 
crucial processes. 


The Ministry of Health is an expert system that easily relates 
to other expert systems such as international organizations. 
However, it has encountered difficulties in relating to service 
delivery levels, an interaction which to a larger extent 
requires a cO-presence, a face-to-face relationship. 


The tasks carried out by the Ministry, such as policy develop- 
ment, planning and development of guidelines, are largely 
done in a top-down manner rather than driven by demand 
from the districts. The modalities are primarily through 


defining roles and creating meeting places to start up appro- 
priate processes. The organization can come alive through 
processes that ultimately establish a process whereby people 
talk and relate to each other to a large extent through face- 
to-face interaction, which could then be institutionalized. 


An institution needs to interact with the outside world, and 
the assignment given to the consultants only dealt with some 
aspects of this interaction, namely the exercise of power and 
sanctions. However, the main modality for interacting with 
the relatively autonomous district level has to be with the 
carrot rather than the stick - through steering rather than 
control, and processes with this effect need to be developed. 
Yet, such steering needs to be co-present rather than anony- 
mous and personal interaction is needed. 


Whereas interaction is largely based on system integration, 
which does not require co-presence in more developed 
contexts, the context in Uganda requires face-to-face 
relationships for such communication. The issue is to make 
actors at various levels relate to each other and thereby estab- 
lish appropriate processes within the existing structure, which 
will help the Ministry develop into a dynamic body. For this 
to happen, the forms of interaction between the actors are far 
more important than the formal structures, which have now 
been put in place. 


Endnotes 


1 4500 Ugandan shillings corresponded to 1 US dollar at the 
time. 
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Abstract 


Despite extensive reforms, including an overall decentralization of government, 
health services and health status remain largely unchanged in Uganda. Given its 
dependence on international resources, policies and paradigms, the Ministry of 
Health (MOH) paradoxically disembeds itself increasingly from the local 
community while attempting to improve its local connections. This article suggests 
a model for understanding and addressing these difficulties. 


Key words: Ministry of health, disembedding, symbolic tokens, expert systems, 
trust, primary health care, health care systems, Uganda. 
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Introduction 


Since 1986, the Ministry of Health (MOH) in Uganda has instituted health sector 
reforms aiming at improving the functioning and performance of the health sector 
and, ultimately, the health status of the population. The whole government 
structure, including line ministries, such as the MOH, has been subject to 
decentralization during the 1990s. A new health policy, which practically all 
stakeholders subscribe to, has been adopted. However, several studies have shown 
that health care and health status indicators for Uganda have remained poor. 
Already the Uganda Demographic Health Survey of 1995 showed that there had 
been very insignificant changes in infant and maternal mortality. Data from the 
Uganda Demographic Health Survey of 2000-2001 [1] suggest further declining 
health status and health service delivery compared to the situation five years earlier. 
Infant and maternal mortality remain at the same high level, malaria morbidity is 
increasing, the proportion of fully immunized children has declined from 47% to 
37%, TT immunization of pregnant women has decreased from 54% to 42%, etc., 
Quality of health care has also been predominantly low [2, 3]. This situation raises 
a number of questions: to what extent are systems of health care instituted by the 
MOH embedded in the local context, and, should the MOH rather be seen as a 
representative of global biomedical institutions, disengaged from the local context? 


Theoretical framework 


Dealing with modern bureaucratic institutions, the British sociologist Anthony 
Giddens [4] has provided concepts we believe can help understand the performance 
of the MOH. Giddens identifies two major processes that could either support or 
undermine the functioning of modern institutions: the disembedding and re- 
embedding mechanisms. Disembedding refers to ‘the ‘lifting out’ of social relations 
from local contexts of interaction and their restructuring across indefinite spans of 
time-space’. This means that the interaction between co-present actors (which is the 
norm in pre-modern societies) is replaced by reciprocity between individuals or 
collectives not necessarily co-present, but positioned across an extended and 
separated time-space in a modern society. Giddens refers to this development as 
social integration being replaced by system integration [5], and distinguishes 
between two types of disembedding mechanisms, which are involved in the 
development of modern social institutions: symbolic tokens and expert systems [4]. 
By symbolic tokens Giddens means “media of interchange which can be “passed 
around’ without regard to the specific characteristics of individuals or groups that 
handle them at any particular juncture’ [4, p. 22]. He describes different types of 
symbolic tokens, such as means of political legitimacy, and he singles out money as 
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one of the most typical ones. Money, says Giddens, “is a means ae bracketing time 
and so lifting transactions out of particular milieux of exchange”, in other words 
'money is a means of time-space distanciation' [Ibid. p 24]. . . 

By expert systems, Giddens refers to “systems of technical accomplishment of 
professional expertise that organise large areas of the material and social 
environments in which we live today' (Ibid p 27]. Such systems integrate the 
knowledge of experts and influence the people involved in a continuous way. Since 
expert systems remove social relations from the contiguity of context, they act as 
disembedding mechanisms similarly to symbolic tokens. Both mechanisms create 
expectations across a distanciated time-space. 

According to Giddens, trust is a fundamental principle in the functioning of 
modern institutions. He defines trust as confidence in the reliability of a person or a 
system, regarding a given set of outcome or events, where confidence expresses a 
faith in the probity or correctness of technical knowledge. 

It is a basic argument of this paper that in Uganda and other sub-Saharan 
countries, biomedical knowledge and western medicine constitute abstract systems 
that have significant impact on the MOH. We also look at the MOH of Uganda as a 
modern institution built upon symbolic tokens such as money proper (donor funds), 
pharmaceuticals and intellectual products such as policies, paradigms and strategies 
[6]. Through this situation, we argue that the MOH increasingly disengages it self 
from the local community. Finally, we suggest a model to analyze and overcome 
the obstacles to delivering effective and equitable health services. It is our basic 
assumption that Uganda offers a rich potential for such services because of its 
decentralized governmental structure. 


Structure 


During colonial times, the state, or government structure, was mainly a body meant 
to sustain ‘viable macroeconomic structures and flows that were necessary to keep 
the colonial exploitation alive as efficiently as possible’ [7]. This means that one of 
the main purposes of the colonial state was to ensure economic flows that benefited 
the colonizing power, and also to refine the economic structures. By doing so, the 
state protected the interests of the European colonial powers. The rulers of the 
respective states regarded themselves as managers of this activity. 

In the British colonies, the colonial state deliberately abolished the means for 
local control of rulers. Instead, local chiefs and rulers were made accountable only 
to the central government, not to their subjects. This process contributed to the state 
becoming increasingly autonomous of the local communities [8]. 

The MOH and the Ugandan health care system are largely embodiments of the 
colonial past. Modern medicine was introduced in the country by missionaries in 
the nineteenth century and this expanded throughout the colonial era and survives 
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even today alongside the traditional medicine. Modern biomedicine was provided 
through a comprehensive health institutional referral system. At lower levels, there 
were health units run by trained health workers, at the district level indie were 
hospitals, and at the national level there was a national referral hospital (Mulago) 
which was managed by several specialists or medical consultants. After gaining ie 
independence, Uganda emphasized the construction of district hospitals [9]. This 
emphasis on larger scale facilities can be seen as an implication of a restricted 
urban view. Such constructions were not primarily an answer to the health care 
needs of the rural population, but also symbols of the state in the districts. The 
hospitals, together with churches, district administrative quarters, and army 
detachments symbolized the power of the central government in the district. As in 
most other sub-Saharan countries, the major proportion of the population lives in 
rural areas, 85.5% in 2001 [10]. 


Governance 


During the colonial era, the MOH was mainly responsible for looking after colonial 
staff, i e colonial expatriate and indigenous officers. The ministry dealt with 
micromanagement of hospitals and, to less extent, of peripheral health facilities by 
regulations and detailed instructions. Hospital budgets, deployment of staff and 
management of public health programmes, were all the responsibility of the central 
level. 

During this time and the early period of Independence, policy development was 
no major issue in the Ugandan MOH. Two events finally changed this situation: the 
Alma-Ata conference on Primary Health Care (PHC) in 1978, and the 
decentralization of the Ugandan government during the 1990s. 

The Alma-Ata conference, which was arranged by WHO and UNICEF in 1978 
developed the concept of PHC [11]. This concept was a shift of paradigms in 
various aspects. PHC was a political concept: the issue was to involve politicians 
and lay leaders in order to ensure that the needs of the people were met, rather than 
the interests of the medical profession. 

Although the Alma-Ata conference aimed at involving the local community in 
decision-making in health, the conference as such was mainly attended by ministers 
of health and senior officials. After the conference, the ministries of health were 
responsible for the implementation of the agreed goals. Instead of the intended 
political purposes, however, the concept of PHC triggered several vertical technical 
programs focusing on one oF a few diseases: immunization programs, diarrhoeal 
control programs, programs for controlling malaria and many more [12]. These 
were biomedically oriented technical programs with their blueprints made by 
international agencies outside the country. The intention was to fit the health 
services to these programs in order to quickly build up effective interventions 
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against major health problems, rather than establishing comprehensive health care 
systems from the bottom up. One of the major symbols for cheap and effective 
interventions was Oral Rehydration Salt (ORS) against dehydration due to 
diarrhoea. ORS was originally developed in refugee situations, delinked from stable 
social contexts at local level. The focus of the Control of Diarrhoeal Diseases 
(CDD) Programme was to provide ready-made ORS to sick children regardless of 
the context. , 

The vertical programs suited the ministries well. Most of the interventions were 
planned in detail by the medical profession at central level. The district had to 
deliver the services, but the overall plans were made at central level. The plans 
were programme specific, which made the actual implementation difficult at local 
level. The district had to organize each programme separately, instead of 
integrating activities for various common health problems in the local 
administrative structure. This made district health management a fragmented 
procedure. There was generally no problem in implementing one or two vertical 
programs simultaneously, but if more programmes were to be implemented, it 
required significant managerial capacity, which in most cases did not exist at 
district level. The implementation of the PHC programmes was carried out in a way 
that the central level was in control, according to the interests of the medical 
profession. The districts, and lower levels, had very little influence on the 
implementation process, and they were tied by the implementation frame set by the 
central ministry. Arguments in favour of integrating various programmes at district 
level were criticized, and attempts to do so have even blocked by the management 
of the programmes at national level, often supported by officials in organizations 
like WHO. 

The second major event that changed the foundation of governance through 
policies was the overall decentralization of the Ugandan government in the 1990s. 
This reform included all line ministries such as MOH. The old colonial, 
hierarchical structure which put the MOH in command of all major and minor 
decisions was broken up, and the districts became implementing agencies with 
substantial formal power [13]. Now only hospitals providing referral and medical 
training remain the responsibility of the MOH. Following decentralization, the 
main role of a ministry is to develop policies and guidelines within its respective 
sector, monitor activities, and provide logistical support where necessary [14]. In 
the case of the MOH, the shift of roles has been described as a change from a 
‘ministry for hospital services’ to a ’ministry for health policy development’ [15]. 

Technical programmes view themselves not so much as catalysts of processes, 
but traditionally as implementers of activities; increasingly also as authors of 
documents. There is a lack of appreciation of the actual resources available in the 
district. Although resources in general are scarce, the resources still available are 
often uncoordinated and not utilized to its full capacity. Virtually all the 45 districts 
of Uganda have NGOs that could contribute with manpower and logistics in order 
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to carry out activities in various technical areas. Funds designated for specific 
activities are underutilized in almost all districts. 


Examples 


Two examples will be described that represent a range from ‘narrow’ technical 
programmes ‘broader’ ones that are flexible and sensitive to the local environment. 


UNEPI 


The Uganda National Expanded Programme on Immunization (UNEPI) was left 
more or less untouched by the health sector reforms [16]. Founded in the 1960s, the 
programme has been working under various regimes and under harsh conditions. 
During long periods of time, the activities have been carried out as emergency 
relief operations in a top-down manner. Before 1986, there was actually very little 
functioning local context to embed the programme in. UNEPI has kept its 
headquarters with its stores in Entebbe even although the ministry moved to 
Kampala in 1999. UNEPI has also kept most of its staff in Entebbe rather than 
decentralizing it, and it still retains a major responsibility for management, logistics 
and training also at lower levels. The logistics system is organized mainly on a 
national push system that ensures the distribution of vaccines throughout the 
country. Since 1996, National Immunization Days (NIDs) have been organized 
twice a year to intensify immunization against polio. Considerable additional 
resources have been put into these campaigns, which have been planned in Entebbe 
for the districts, but with initially little participation by the districts. The massive 
resources that have been put into NIDS have has a detrimental effect on the routine 
immunization. Despite increasing input into the immunization programme, the 
overall coverage figures have continuously kept on going down. 

Although the management of UNEPI has been strongly criticized [17], the main 
strategy for the programme has been to demand more resources, rather than to 


improve the management. 


ACP 


In order to address the public health and clinical aspects of the AIDS epidemic, the 
Ministry of Health established the AIDS Control Programme (ACP) in 1987 [15] 
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on the request of the President of Uganda, who actually chaired the initial meetings 
of the programme. The ACP was given the responsibility to develop preventive and 
care strategies, to undertake surveillance and to support research activities. 
Realizing that effective prevention and reduction of the impact of the AIDS 
epidemic would require concerted efforts in multiple sectors with a strong element 
of national coordination, the government appointed a National Task Force in 1990, 
which later resulted in the establishment of the Uganda AIDS Commission in 1991. 
In 1993 a National AIDS Consensus Conference and a National AIDS Planning 
Workshop was held with 175 participants representing policy and technical levels 
of more than 50 different ministries and organizations. A national plan was 
developed, with the following main features: 

Decentralization. AIDS activities were to be planned, monitored and 
implemented at the district level, but activities were to be decentralized further with 
the responsibility for implementation at subcounty and lower levels. 

Community mobilization. Communities were to be assisted to mobilize their 
own resources to assess and to deal with HIV transmission within the community 
and to deal with the health and its socioeconomic aspect. 

Non-Governmental Organizations were to be encouraged to work with 
communities and to complement government activities. 

While UNEPI struggles with declining immunization coverage figures, the ACP 
has been a brilliant exception from the way technical programmes are usually 
working. It can be described as a health programme rather than a biomedical one, 
and it has been successful in integrating its activities inter-sectorally on the local 
level throughout Uganda. The programme has had a significant impact, and Uganda 
is one of the two countries in sub-Saharan Africa with declining HIV prevalence 
rates [18]. 


Organizational culture 


With Ugandan independence in 1962, the colonial state was taken over by national 
politicians. Officially the role of the state changed and national officers replaced the 
colonial (or expatriate) ones. One of the crucial problems was that the so-called 
communal economy tended to drown the public sphere. The new officers tended to 
pay their loyalty to their family or ethnic group, rather than to the interests of an 
abstract state or nation. Hydén has described this as a state without structural roots 
in the society, flying like a balloon in the air [7]. 

Several factors had a negative impact on the civil service. Firstly, the lack of a 
deep-rooted civil service culture was compounded by the problem of administrative 
inexperience. Secondly, the ‘Westminster model’, i e the British type of a relatively 
independent civil service, was increasingly undermined by political interference. 
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And thirdly, there was a shift of emphasis from meritocracy to ethnic, religious and 
regional considerations in the recruitment, promotion and discipline of civil 
servants [19]. These factors all had negative influence on the way the state was 
supposed to function. 

In the MOH, Western-trained medical professionals, without knowledge of 
management and without a strong interest in promotive or preventive services, but 
rather in curative ones, dominated the ministry. Almost all senior positions in the 
ministry were held by physicians, with no, or little, training in management. 

Although peripheral health units were built and to public health interventions 
for common problems like malaria and sleeping sickness were initiated, the nature 
of the MOH basically remained the same over the years. Its task was to deliver 
health services. Physicians make up a large proportion of the officials in the 
ministry. In the recently implemented restructuring of the Ministry of Health of 
Uganda, 62 out of 80 senior and top officials appointed were physicians, making 
the representation of the biomedical view very strong. 

During the 1980s, the government health services largely collapsed due to the 
civil strife in the country. Health workers were not paid their salaries, and had to 
develop their own survival strategies, often not in line with official government 
strategies. Since the task of the ministry was to deliver the services, and since this 
did not happen, it lost much of its legitimacy. During the same time, adoption and 
development of various health policies became an increasing part of the ministry’s 
work. 


Financing 


The proportion of the recurring health budget paid by the government has gradually 
increased from 43% in the early 1990s to 63% in 1997/98 [20]. Donor agencies 
fund the remaining part. Although this trend is a significant improvement towards 
increased sustainability, a substantial part is still the responsibility of external 
funds, and not controlled by government. The capital budget is included, donors 
fund 53% of the overall budget through grants or loans. Extra-budgetary funds 
included, the proportion contributed by donor agencies is considerably higher. 
Traditionally, donors have been inclined to fund health facilities, organizations or 
projects directly, without this funding being included in the budget of the MOH. 
Donors fund approximately 80% of the capital budget, a proportion that has been 
quite constant throughout the 1990s. bee 
Recent health reforms have focused on systemic problems and capacity building 
in key support systems. The system is maintained to a large extent by external 
sources but administered largely by unmotivated civil servants. The external 
sources do not generally improve the salaries, but sometimes supports the officers 
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with per diems and other non-monetary benefits such as travels outside the country. 
The result is a focus on benefits rather than the objectives of the funds, which 
skews the system. One experience is that of investment in infrastructure. Since the 
plans for constructing health facilities are often carried out without sufficient 
involvement by the local community, there is often a limited sense of ownership of 
the items procured or the infrastructure built. When there is no sense of ownership 
or even involvement of the local community or district leaders, maintenance and 
sustainability becomes a problem, and many of such units soon end up in a 
deplorable state [21]. 

The heavy funding by external resources fragments the system and decreases 
the sustainability. The actors of the system focus on the specific projects rather than 
the overall system. The goal, to build a health care system involving the 
beneficiaries is left out and health becomes a biomedical product that is handed 
over to the beneficiaries for their consumption. They have, however, little influence 
over what the services will look like. 


Drug procurement and supply 


Since the founding of the Uganda Essential Drugs Management Programme 
(UEDMP, now known as Uganda Essential Drugs Support Programme, UEDSP) in 
1985 [22] health care has been centered on pharmaceuticals. During the fiscal year 
1997/98 for example, an estimated US$ 2.79 per capita was spent on imported 
drugs. [23], compared to US$ 3.95 per capita spent totally on health by government 
and donors. Since significant funds are invested in pharmaceuticals, they tend to be 
in the focus of the health care system. Several scandals have rocked two of the 
institutions in the pharmaceutical system of Uganda, the National Medical Stores 
(NMS) and the National Drug Authority (NDA). At the time of writing, no 
Managing Director has been appointed to NMS; the head and two other senior 
officials of NDA has been interdicted [24]. 

Several studies have suggested a considerable leakage of drugs from public 
health facilities [25]. According to one study by McPake et al. [26] the mean 
leakage at health facility level is estimated at 78%. Although these studies are done 
in limited areas, and the situation may differ in various parts of the country, it is 
still likely to be a significant problem. 

The fact that a major proportion of the resources for health care are invested in a 
commodity like drugs makes such an item extremely highly valued. Instead of 
regarding pharmaceutical therapy as one among many components of the health 
care system, drugs instead become central. Drugs become powerful, and they 
distort the interest from preventive interventions, promotive health care services 
and other therapeutic interventions. Furthermore drug-therapy becomes a symbol of 
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biomedical care: a commodity to be consumed. Adome et al. [27] stress that the 
first line of treatment for most common diseases in Uganda is now through 
pharmaceuticals, not through traditional medicine. This is a new development 
different from what has been described previously [28]. 


Policies 


Since 1994, Uganda has undergone two main phases of health sector policy and 
development. Prior to 1994, an emergency programme (1987-1993) was 
implemented to rehabilitate and reactivate a limited number of health facilities and 
services that had been destroyed during the war. 


Policy trends 


1987/88-1993/94: Rehabilitation of war ravaged health 
units 


1993-1997/98: Consolidation of existing PHC services 
and addressing HIV/AIDS 


1999-2009: Eradication of poverty in the health sector 


In 1993, the Ugandan government produced a Health Policy White Paper [29] anda 
three-year Plan Frame 1993-1996 [30] (extended to 1997/98). During this planning 
period, health policy focused on consolidating existing PHC services and 
addressing HIV/AIDS. From 1998 onwards, health policy focussed on the 
eradication of poverty. Four principles of PHC have been applied: equity, 
appropriate technology, inter-sectoral collaboration and community participation. 
However, the central objective of PHC, to provide essential care to all, was never 
realized — inequities in health and health care rather widened [3, 31]. 

The overall policy goal for the current Health Policy (1999-2009) is to 
accelerate the attainment of a good standard of health by all Ugandans in order to 
promote healthy and productive life [32]. The policy is drawn within the 
framework of the 1995 Constitution of the Republic of Uganda [33] and the 1997 
Local Government Act [34]. The policy also directly and heavily reflects Alma Ata 
Declaration of Health for all (HFA), the National Health Sector Reform 
Programme, the Poverty Eradication Action Plan and the Health Sector Poverty 
Action Plan. For purposes of policy development and implementation during the 
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planning period of 2000-2005, the Government has adopted a focused definition of 
poverty which emphasizes basic needs and provision of services [35]. 

Certain donors, or different constellations of donors, promote each one of the 
principles guiding the policy, based on a legitimacy derived from another political, 
social and cultural context than the one of Uganda. The point is not that these 
principles are in conflict with the Ugandan society, but rather that they are 
developed outside this context, and delivered to Uganda as various packages of 
solutions to general global problems. The value and usefulness of these ready- 
made packages are normally trusted by the expert system that constitutes the 
recipient ministry, but they may not always be so easy to incorporate in the local 
context. 

One of the recent examples of policy development is the discussion on Sector- 
Wide Approach (SWAp). In the initial phase of the Ugandan health sector SWAp, 
two high-level meetings have taken place in 1999, one in Paraa Lodge, Murchison 
Falls National Park, which at the time could only be reached by air, the other one in 
Geneva, another place with a significant symbolic value. Participation of 
representatives from local authorities was small. Generally, health sector reforms 
supported by SWAp have their focus at the central level and mainly emphasize the 
simplification of procedures between government and their development partners, 
rather than address service delivery problems as related to quality of care. SWAp 
has meant an agreement by all health sector actors to use one policy and to 
implement one national strategic plan, using common management systems. 

Reviewing the Ugandan 1993 Health Policy White Paper [29] and the 
1999-2009 Health Policy [14] shows that the policy statements almost entirely 
embrace external ideas and concepts such as PHC, decentralization, SWAp, the 
essential health package, and the public-private mix of health care are based on the 
view held and advocated by international institutions. Although these policy 
frameworks are to be applied to national or local conditions, it is often an 
overwhelming task to incorporate them logically into a comprehensive health care 
system. Such policies link the ministry close to the global health community, 
through various ways of interaction such as international workshops, meetings and 
courses. 

These policies constitute important elements, or tokens, as described by 
Giddens, with a considerable symbolic value. The challenge is, however, to 
translate, or interchange, them into the local context. The predominant biomedical 
view in the ministry contributes to mainly technical fragments being filtered 
through the system and implemented in the local context. The results are often 
abstract at district and lower levels. For instance, in the immunization programme, 
focus is on the immunizations proper, rather than on social mobilization and health 
education, which would require considerably more culturally and contextually 

adjusted strategies. Also in delivery care, the technical competence may be in place, 
but if communication with the community is not a priority, the result is access to 
services but no attendance of patients. The overwhelming number and magnitude of 


110 


Paper IV 


policies contributes to the difficulties to find specific and practical ways to 
transform well-intended policies into practical health care. The symbolic token 
here constituted of policies, is interchangeable between the ministry a 
international organizations, both modern expert systems, but only to a limited 
degree with the local authorities. One could say with Giddens [5] that whereas there 
is system integration towards the global system, the interaction with the local 
context requires social integration, which requires a face-to-face relationship. 


Discussion 


The ministry interacts with two major partners: on one side the global biomedical 
expert community, on the other the local community, charged with the 
responsibility to deliver health services. While the former as well as the ministry 
itself can be regarded as modern expert systems, the latter cannot. Whereas the 
links between the ministry and the global institutions increasingly grow stronger 
through mechanisms of the ‘high modern society’ e.g., symbolic tokens, 
relationship with the local community requires a different approach. 

The ministry increasingly becomes disengaged, or disembedded, from the local 
context. This means that it is rather a part of a system that operates in the respective 
country as well as in a global ‘center’ rather than a part of an indigenous process. 
The paradox is, that while MOH attempts to improve the links with the local 
community in a technical way, it simultaneously disembeds itself from it and 
reinforces its ties with the global expert community. 

The question is, can such a ministry be transformed to successfully carry out its 
assigned tasks in a specific country? And, if so, how can this be achieved? Such 
questions address the issue whether indigenous influences can become more 
powerful than external ones. The issue is whether such forces can make the MOH a 
mirror of the indigenous society rather that a mirror of external influences. The 
ACP shows that it is possible to embed health policies locally, but only by 
surpassing the technical boundaries of the MOH. One important reason why this 
happened is probably is the direct leadership from the highest political level during 
the initial phase of the programme. It therefore became a political rather than a 
medical programme. 

At line ministry level, such as the MOH, strong mechanisms link the ministry to 
expert systems outside the country. Simultaneously, the links with lower, 
indigenous levels are weaker and are not to the same extent built on modern expert 
systems. Predominant ideology constitutes an integral part of such expert systems, 
and in the case of the ministry of health the predominant biomedical discourse. We 
believe that the situation may be similar in other technical sectors, although the 
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professional self-identity is probably exceptionally strong in the biomedical 


community. 
This discourse constitutes in itself a system that 1s more linked to global 


biomedical institution, including technical agencies and donors, rather than the 
indigenous society. There is a mutual trust between the MOH and the global 
biomedical community that the system works. Also various policies developed by 
the international institutions, constitute what Giddens has referred to as ‘symbolic 
tokens’ that are interchangeable with the international expert system, but to a very 
limited degree with the indigenous heath system, which, by its very nature, has to 
be part of the local context. At the service delivery point however, trust is vested in 
individual health workers rather than in abstract policies or systems. A face-to-face 
relationship is a necessity. 

Giddens has elaborated on other characteristics of institutions in a ‘high 
modern’ (or what other authors refer to as ‘post modern’) society [4]. One of them 
is the reflexive appropriation of knowledge, or, in our case, the lack of such 
reflexive appropriation. Knowledge is largely seen as a commodity to be consumed 
(again, a symbolic token!) with little reflection over its applicability in the local 
context. Knowledge in our case refers to the whole stock of information and 
knowledge, including policies, paradigms and strategies that are transferred from 
international agencies to the MOH. Given the significant amount of such 
information, considerable capacity is needed to assess it, consider it and to possibly 
adjust it to the national context. 

Whereas biomedical professionals in the ministry have trust in policies and 
concepts adopted from the international biomedical expert system, trust at lower 
levels depend on what concrete services that are actually provided, which depends 
on face-to-face relationships. Such provision requires translation of the policies or 
concepts to the local context, what Giddens refers to as 'reflexive appropriation of 
knowledge", in other words not only to consume the knowledge but also to digest it. 
The local communities may have trust in individual health workers, but not in 
abstract expert systems or in general policies. 

The current reforms in countries like Uganda that aim at devolving power down 
in the hierarchy, may be a strategy to deal with this issue in the administrative and 
political dimensions. It seems at least to be an attempt by the state to strike roots in 
the local society, and to give power and control to the people in the districts. 

However, the strength and power of the international expert systems and the 
mechanisms that link national ministries to them require a strong counterweight to 
at least achieve equilibrium in power, even more to put the weight in favour of the 
national government. At the moment, MOH plays a pivotal role between an expert 
system of the “high modern” era and more traditional society on the other. The 


issue is to relate to both sides and to decide which one should be given the upper 
hand. 
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Conclusions 


One of the main observations is that ministries of health in post-colonial societies 
are not embedded in the local societies, but rather related to institutions in the 
global system. This can be viewed as an expression of the modern society where 
modern modalities of relating have been developed vis-a-vis the global community, 
whereas traditional small-scale modalities still function towards the local 
community. 

The biomedical community forms a very strong expert system that promotes 
technical and large-scale interventions in the health sector, but, if dominating, also 
hampers the development of a comprehensive PHC that involves other sectors of 
the society at lower levels. The ministry is disengaged from the local context that it 
is supposed to serve in different ways. It is left with two major options: a further 
disembedding or a local rooting or re-embedding. 

We suggest the following model to analyze, address and possibly reverse the 
issue of central level re-embedding and at the issue of re-embedding: 


Accountability 


Equity Efficiency 
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Accountability: Political and financial 


The decentralized structure of the state in Uganda, with elected representatives at 
various levels, also at lower ones, offers an instrument that could link the ministry 
with the local community. This could play an important role in re-embedding 
health care. Accountability to the electorate and to the tax payers requires 
translation of policies, paradigms and strategies not only to ensure that they are 
understood by the population (one-way communication), but also that they are 
accepted, requested and, desirably, supported. 

As long as health is regarded as an isolated commodity for biomedical experts 
rather than as a political issue it will deviate from the basic reality experienced by 
the people on the local level. Accordingly, in order to politically strike root, the 
political leaders at all levels as well as the communities have to be given the power 
of knowledge about health in order to be accountable for the health care. Health 
issues should not be primarily defined as medical issues, but rather political and 
ones, particularly if the burden of disease is high. 

The lack of financial dependency of the local communities creates loose ties 
downwards, but closer links with donor agencies. Ultimately this problem can only 
be solved when the funding of health care is provided from internal sources. There 
are, however, ways whereby dependency on external systems can be reduced. The 
ACP is an exceptional example of programmes with a political accountability. The 
concept of SWAp to funding is such as strategy that may (although it is also in 
itself a symbolic token!) increase the importance of the government’s own systems 
at the expense of the ones of donors. However, this also raises the issue to what 
extent health is a priority within the government. 


Efficiency 


Health care still needs to be technically efficient. Health care should, however, not 
be defined as a commodity, but rather as a system dependent on the local actors and 
with elements from the global expert system incorporated. 

Health is not confined to biomedicine alone, and physicians are not the only 
actors in health. However, the vast biomedical focus of the ministry links it closer 
to the global expert systems rather than to the local communities. Policies need to 
be built through bottom-up processes, rather than given top-down as commodities. 
The original concept of PHC as formulated in the Alma-Ata Declaration of 1978 
[1] is still largely valid and suggests feasible strategies in this direction. Policies 
presented from external sources need to be reflected upon and adjusted to the local 
context before adopted, if adopted at all. Health care priorities need to be identified 
in a negotiation process between lay people in the local community and health 
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professionals. Such a process has to strike a balance between the purely technical 
issues and the views held by the local communities. Implementation of general 


policies requires culturally translated technical know-how in order to be 
implemented. 


Equity 


Efficiency and accountability provide prerequisites for a health care system that is 
technically sound and governed in a democratic manner. These two aspects are 
necessary for embedding the policies in the local context, but they are not 
sufficient. An equal distribution to all individuals in the community does not 
address the issue of need. Children and women need more and special health care, 
the rural population has special needs, poor people need more health care that rich 
and so on. The issue is to construct a health care system, which addresses the 
specific and individual needs of people and their right to health care. Such system 
has to be equitable, and provide health care according to needs, rather than to the 
size of the owner’s wallet. The ACP, again, has shown that it is possible to give 
vulnerable and disadvantaged groups priority. However, it is still an exception. 

A health care system based on this model will not automatically result in 
embedding locally, but it is our conviction that without the aspects we have 
outlined here, the roots will remain in the air. 
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Abstract 


The burden of disease/cost-effectiveness analysis (BoD/CE) was introduced as a method for detailed planning and budgeting 
in 13 districts of Uganda. This endeavor can be seen as a “natural experiment”, attempting to pursue policy implementation 
by means of a heavy focus on rationalistic/technical arguments as a main supportive factor. However, modern theory of policy 
implementation, e.g. the new institutionalism postulate that the implementation process is far from a passive diffusion process 
which only would need support by technical rationality, and that the result of the implementation process often is very different 
from prior expectations and depend on a number of factors in the so called translation process. The aim of this paper was to study 
the outcome of the mentioned “natural experiment” and, if the outcome diverted from the intended ones (which we hypothesized), 
to analyze some of the reasons for this by using the theoretical framework of new institutionalism. District budgets as well as 
actual expenditures before and after the introduction of the BoD and CE methods were analyzed. District health officials were 
interviewed to obtain their views and experiences of the method. Our study of budget allocations and actual expenditures revealed 
an increasing discrepancy from the pattern shown in the BoD/CE analysis. The district officials were positive about the methods 
but stated that it had to be used together with other methods. However, we found that the seemingly pure focus of BoD/CE, i.e. 
technical efficiency of budget allocations at the district level, collided with issues of accountability. The final budgets, and even 
more, the actual expenditures can be seen as the outcome of negotiation processes where other rationalities have considered, 
that is the translation process. 

This implies that the “technical” issue of efficiency has to become better understood and integrated in the notion of an 
accountable health care system at the district level. It is proposed that an increased involvement of the peripheral parts of the 
health care system, and most likely the target population itself, is needed to accomplish this. 
© 2004 Elsevier Ireland Ltd. All rights reserved. 

Keywords: Burden of disease; Cost-effectiveness; Health policy diffusion; Health planning; District health services; Uganda 
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1. Introduction 


Few would probably dispute the existence of a 
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policies from high-income countries and the main 
organizations dealing with international health devel- 
opment issues, to low-income countries throughout 
the world. Such policies comprise as central elements 
new types of “technical” goals as well as new in 
vogue management principles. 

The tendency of putting technically defined goals 
first in health policy implementation was recently 
boosted by the World Bank’s World Development 
Report [2], ‘Investing in Health’, which introduced a 
framework for planning and allocation of resources 
for health care. This framework was designed to 
identify diseases with the highest burden. Burden of 
disease (BoD) was created as a composite measure of 
mortality and morbidity [3,4]. 

The BoD concept, then also merged with cost- 
effectiveness analysis (CE) of health care interven- 
tions. The idea was to select interventions with the 
lowest possible cost that could reduce disease bur- 
den most for resource allocation and prioritization 
[S—8]. 

Whereas the BoD method has been used to estimate 
the disease burden at global [3], international [9,10], 
and national level [11,12], the experiences of its use 
at lower levels are limited; so is the experience from 
using BoD combined with CE as an instrument for 
resource allocation. 

The concept was initially received with enthusiasm. 
Following the publication of the World Development 
Report 1993 [2], health ministers from East Africa met 
twice to determine how to use the concept. However, 
soon after, lack of data and the challenge by different 
professionals of the concepts used in developing the 
composite measures and for using it for resource al- 
location built resistance against the methodology. But 
the World Bank had assumed leadership role in the 
health sector in Uganda and the region as a whole, and 
the Bank was determined to overcome the resistance 
to the method. 

In Uganda, the World Bank used the District Health 
Services Pilot and Demonstration Project (DHSP), a 

newly established health reform project, to explore 
the utility of the BoD/CE methodology. Initially the 
Bank made the piloting and eventual nationwide use 
of the methodology as conditionality for its continued 
funding of the project and the sector. This endeavor 
can be seen as a “natural experiment”, attempting to 
pursue policy implementation by means of a heavy 
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focus on rationalistic/technical arguments as a main 
supportive factor. 

However, in studies of health policy diffusion [1] 
it has been questioned whether the implementation of 
such policies really could be understood from a pure 
technical/efficiency point of view. On the contrary, fo- 
cusing more on the ‘translation’ process where dif- 
ferent types of rationalities are confronted with each 
other often seems to provide a better frame of refer- 
ence for studying the process of implementing poli- 
cies [1]. Accordingly, besides the ‘technical’ rational- 
ity we hypothesize that an ‘accountability’ rationality 
would be an important factor in the translation pro- 
cess of a new health policy at peripheral level. This 
pertains to the agents in this process represented by 
the leadership and personnel in the peripheral health 
care system as well as the target population of their 
services. 

Our assumptions were that: (a) the BoD/CE con- 
cept would not increase rational budgeting, and that 
(b) elements in the translation process, for instance 
accountability, would affect the outcome. 


1.1. Aim of the study 


The aim of this study was to assess the outcome 
of the mentioned “natural experiment” and, if the 
outcome diverted from the intended ones (which 
we hypothesized), to analyze some of the reasons 
for this by using the theoretical framework of new 
institutionalism. 


1.2. Setting 


Between November 1995 and February 1996, an 
analysis of the burden of disease was carried out in 
13 of the then 39 districts of Uganda. The analy- 
sis was carried out by the district medical officers 
(DMOs) and other members of the district health 
teams, who were assisted by a central team, includ- 
ing consultants from the World Bank. Altogether 
some 50 people, the majority being crucial for the 
management of the health sector in their respec- 
tive districts, participated in this exercise that was 
carried out in Kampala for 6 weeks. The intention 
was to use the information obtained from the ex- 
ercise for planning and budgeting in the respective 
districts. 
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The initial intention was to use disability adjusted 
life years (DALYs) as a composite measure of mor- 
tality, morbidity, and disability. However, since data 
on morbidity and disability were not available, the 
unit selected for measuring disease burden in Uganda 
was the discounted life years (DLYs) due to prema- 
ture death. However, the exceptionally large burden 
caused by disability due to malnutrition and mental 
health problems, found by an earlier study [11], was 
kept in mind. 

Cost-effectiveness analysis was performed on over 
100 interventions targeting 10 diseases with the high- 
est burden. These 10 diseases were responsible for 
over 80% of the burden of disease in most districts. 
Cost-effectiveness of an intervention was expressed 
by the amount of money that would be used to save 
one DLY. It ranged from Ugandan Shillings (Ushs) 
600/DLY for the treatment of uncomplicated malaria 
to Ushs 16 million/DLY for home-based management 
of an AIDS patient. Initially it was arbitrarily decided 
that interventions were to be regarded as cost-effective 
at or below Ushs 50,000/DLY. This was later raised to 
Ushs 200,000/DLY due to practical reasons, as most 
interventions were beyond Ushs 50,000/DLY. 

Several methodological problems were identified. 
The available information obtained from the current 
health information system did not provide reliable es- 
timates of the morbidity and mortality in the 13 dis- 
tricts [13]. The lack of a well-functioning health man- 
agement information system was identified as a major 
constraint. However, even a well-functioning system 
would only capture data from health facilities. Data, 
especially on mortality, would still be biased since the 
cases appearing in facilities only constitute a minority 
of all cases of mortality and morbidity. 

Several proxy methods were utilized to fill gaps in 
the existing incomplete and unsatisfactory data. Pri- 
vate practitioners, district health team members, and 
key informants from local communities were inter- 
viewed, and rough estimates of mortality in the com- 
munity were made. 

The main outputs of the exercise were: 


e For each district, the burden of the ten top diseases 
was quantified; 

e Health funding was identified by source, 

e A list of common health care interventions deemed 


cost-effective were identified; 


e The cost of the essential health package as defined 
by each district health team was determined and the 
mismatch between budgetary allocation and disease 
burden was identified [14]. 


Following the exercise, the Ministry of Health is- 
sued guidelines for district health planning for the 
financial year 1996-1997 and later for consecutive 
years, which made allocation of funds according to the 
BoD pattern and cost-effective interventions manda- 
tory. The districts were supposed to allocate funds pro- 
portionally to the BoD pattern in the district. Funds 
were also made available in order to avoid financial 
constraints to the implementation of the exercise in 
the districts. 


2. Theory and method 


The spread of new ideas and skills have been de- 
scribed by early theorists in this area of research in 
terms of diffusion, a concept imported from the nat- 
ural sciences [15]. An example of diffusion in this 
sense is when a certain substance, which is dissolved 
in a liquid, diffuses into the same kind of liquid, 
which contains a lower concentration of the sub- 
stance in question. Later theorists have criticized such 
rather simplistic types of models, e.g. the founders 
of the theoretical school named new institutionalism 
in organizational theory [16]. The proponents of this 
school point to the need for a better understanding 
of the mechanisms of the diffusion process, since 
diffusion of ideas rarely takes place in medium as 
homogeneous as a liquid. Rather on the contrary, the 
medium in which the diffusion of ideas takes place 
usually consists of organizational structures of rather 
complex nature. Such structures contain components 
and agents with a heterogeneous set of aims with 
which they encounter new ideas. The result is that 
those ideas will be placed in very different rationali- 
ties, which not uncommonly could come into conflict 
with each other, and in tum initiate a negotiation 
stage, the translation process [15]. 

The focus of this study is on the translation process 
of central elements in modern health policies when 
implemented at all levels of a health care services 
system in a particular country. In doing so, we have 
attempted to apply a minimalist model in this context 
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by further focusing on the possible effect on the im- 
plementation process, i.e. the translation, namely the 
hypothesized conflict between a technical rationality 
and a rationality dictated by the need for accountabil- 
ity of any systems changes vis-a-vis local politicians 
and the target population. 

This study follows a three-level methodology. First, 
the outcome of the BoD/CE study was examined. 
Budgeting for each program area was investigated 
in all 13 districts that participated in the burden of 
disease study. The baseline was the budget for the 
financial year 1995-1996—the year when the exer- 
cise was carried out. The actual budgeting had been 
carried out prior to the study. The budget allocation 
pattern in 1995-1996 was compared with the pat- 
tern suggested by the burden of disease study and 
patterns in the subsequent budgets of 1996-1997, 
1997-1998, and 1998-1999 financial years in all 
the concerned districts. The districts are required to 
make detailed annual workplans and budgets for the 
health sector, and these budgets were derived from the 
districts. 

Second, to find out whether actual expenditures re- 
flected budget allocations by program area, a com- 
parison was made between district budgets and actual 
expenditures in the 13 districts for the financial year 
1997-1998. The actual expenditures by programme 
area were studied in detail in all the 13 districts for 
the financial year 1997-1998 and compared with the 
previous budgets and the BoD proportions suggested 
by the BoD analysis. 

Third, the process of the BoD/CE study was exam- 
ined. DMOs and other officials from the 13 districts 
that participated in the burden of disease study and 
in district planning were interviewed. One person 
per district was selected for the interview, which fol- 
lowed a structured questionnaire. All interviewees 
had participated in the BoD/CE exercise in Kampala. 
They had also been actively involved in using the 
method for planning and budgeting in their respec- 
tive districts. Most interviews were undertaken in the 
respective districts, some in Entebbe or Kampala. 
In a few cases insecurity made it difficult to carry 
out the interviews but finally all of them were com- 
pleted, however, in some cases this took over 2 years. 
The objectives of these structured interviews were 
to assess how district health staff viewed their own 
understanding of the method, and to assess their view 


| 


A. Jeppsson et al. / Health Policy xxx (2004) xxx—xxx 


on the usefulness of the method for health planning 
and budgeting at district level. Respondents were 
asked individually about their understanding of the 
BoD/CE concept, to what extent it had influenced 
their way of thinking about health planning and bud- 
get allocation and to what extent it had influenced 
the actual practice of health planning and budget al- 
location. They were then asked more in detail about 
the way they carried out health planning before and 
after they underwent the training in BoD. Finally, 
they were asked about their view on the usefulness 
and limitations of the BoD/CE as a concept for health 
planning. 


3. Results 
3.1. The budget 


As budgeting for each program area was investi- 
gated in detail in all 13 districts that participated in 
the burden of disease study it appeared that for almost 
all diseases, the budget allocations moved inversely 
proportional to BoD (Fig. 1). 

For instance, whereas malaria activities were pre- 
viously extremely under-funded, the actual budget al- 
location decreased instead of increasing, even when 
the BoD/CE had demonstrated that malaria was the 
largest single cause of the burden of disease. Sim- 
ilar patterns could be seen for common childhood 
illnesses. 

For maternal and peri-natal conditions, initial 
budget allocations exceeded what would have been 
consistent with the burden of disease. But instead of 
decreasing, the budget actually increased even further. 
For immunizable diseases and STD/AIDS control, the 
BoD/CE suggested a marginal increase in the budget 
allocation. However, actual budget allocation widely 
exceeded what was indicative. Only in the area of 
nutrition was the average budget allocation close to 
that suggested in the BoD/CEA. 


3.2. Actual expenditures 


When the actual expenditures by programme area 
were studied in detail in all the 13 districts for the fi- 
nancial year 1997-1998 and compared with the pre- 
vious budgets and the BoD proportions suggested by 
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Fig. 1. BoD vs. allocation of funds: before and after. ARI: acute respiratory infections. Special health problems include: onchocerciasis, 
eye problems, trypanosomiasis, schistosomiasis, meningitis, guinea worm disease, trauma, filariasis, epidemic preparedness. 


the BoD analysis, the results revealed an even more budgeted by the districts; and these were even higher 
disparate picture (Fig. 2). than the allocation the BoD/CE had suggested. 
For malaria, which is the cause of the largest pro- For STD/AIDS control, expenditures were only 


portion of the burden of disease, expenditures were slightly higher than district budgets, but much higher 
much lower than the budget allocation for malaria than what the analysis indicated. Actual expenditures 


control. These were in turn lower than the budget on water and sanitation seemed consistent with the 
allocation suggested by the BoD/CE. Expenditures BoD/CE, but district budgets were much higher than 
on immunization were higher than what had been what was suggested as appropriate by the method. 


Allocation after BoD study:97/98 
DActual expenditure after BoD study 97/98 


Fig. 2. BoD vs. budget allocation and actual expenditure. 
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Table | 

Rating of the burden of disease/cost-effectiveness concept 

Questions Very high High Moderate Low Nil Total 

How would you rate your understanding of the burden of disease/CE 1 5 7 0 0 13 
concept? 

To what extent would you say the concept has influenced your way 1 9 Pe 1 0 13 
of thinking about health planning and budget allocation? 

To what extent has your changed perception, if any, influenced the 1 9 2 1 0 13 


way you plan and allocate resources to health services? 


3.3. The interviews 


The picture of BoD/CE emerging from the inter- 
views was, overall, a positive one. The approach was 
seen as an instrument that can be used for more ra- 
tional planning and budgeting. Reservations were ex- 
pressed about weaknesses related to the method, such 
as unreliable data and lack of political priorities incor- 
porated in the method. 

Concerning their own understanding of the BoD/CE 
concept, the respondents all ranked it as moderate to 
very high. Regarding the extent the concept had influ- 
enced their thinking and actual practice in planning, 
the rating was even higher. This was also the case 
when the respondents were asked about the extent to 
which the BoD/CE concept had influenced the actual 
planning. See Table 1. 

When asked to list up to five concrete differ- 
ences between the health plans and budgets before 
and after the concept of BoD/CE was introduced, 
respondents were overwhelmingly positive to the 
development. The method appeared to be useful 
since the data generated through the method could 
now be used to substantiate requests for additional 
funds. Planning was now seen as more ‘scientific’. 
Plans and budgets now addressed disorders accord- 
ing to burden of disease and cost-effectiveness, with 
a smaller proportion of funds being allocated for 
administration. 

With regard to other criteria than the BoD/CE that 
the respondents used in health planning and resource 
allocation they mentioned other priorities set by the 
center as well as community participation and involve- 

ment. Availability of funds, personnel, equipment, and 
other resources was also a main issue. Other diseases 
causing health problems, but not necessarily deaths, 
e.g. river blindness, skin problems, oral health prob- 
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lems were also priorities, although not captured in the 
BoD concept. . 

Pertaining to constraints or obstacles to the use of 
the BoD/CE method for planning and resource allo- 
cation, the respondents mentioned in particular inad- 
equate information and lack of capacity to analyze 
data. The fact that funds are often earmarked for cer- 
tain purposes was seen as a problem as well as a lack 
of resources to render proper services in general. It 
was also felt that political priorities often conflict with 
burden of disease priorities. Several respondents also 
mentioned that the method of BoD/CE was not well 
understood by staff. 

Respondents mentioned improved availability and 
quality of data as well as improved capacity to an- 
alyze data as ways to improve the BoD/CE method. 
Increased budget and political commitment to the 
budget were other means mentioned that could im- 
prove the method. 

When respondents were finally asked how optimal 
health planning and resource allocation could gener- 
ally be carried out at the district level, availability 
of resources was the most crucial factor mentioned. 
More reliable and timely funding as well as more 
flexible funding was desired. More bottom-up plan- 
ning from the community level and up was also seen 
as paramount as well as increased collaboration with 
NGOs and donors. Timely planning and strengthened 
planning capacity was mentioned as well as more in- 
volvement of politicians and planners in the planning 
process. 


4. Discussion 


The most significant finding was that resource allo- 
cation and even more the actual expenditure tended to 
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go in the opposite direction compared to BoD despite 
the heavy emphasis on the method. It seems that the 
districts praised the method but planned otherwise and 
spent their money in ways that differed even more sig- 
nificantly from what was suggested by BoD/CE. How 
can this contradiction be explained? 

District officials interviewed associated a positive 
attitude to and use of the method with continued donor 
support. The fact that massive resources were spent 
on one planning methodology would most likely be 
appreciated by those trained to use it. Acceptance of 
the method meant continued financial support to the 
districts by donors. This, we believe, influenced the 
perception of the method as being useful. However, 
despite the willingness to use the method, factors re- 
lated to the method (‘intrinsic factors’) or to the plan- 
ning process in general (‘extrinsic factors’) hindered 
its actual use. 


4.1. Intrinsic factors 


First, it was not possible to obtain accurate data. 
Available data on health was highly unreliable. There 
was no data on mortality and morbidity emerging from 
the community. Morbidity data from the health facili- 
ties was often incomplete or lacking. Therefore, much 
of the data used in the BoD/CE was derived from ‘ed- 
ucated guesses’, which might have departed from the 
perception of the situation at the peripheral level. 

Second, the method was not user-friendly, and was 
difficult for most users to conceptualize. It is remark- 
able that most interviewees rated their own under- 
standing of the concept as ‘moderate’, i.e. lower than 
they rated the usefulness of the method. It was not 
possible to assess whether the district officials under- 
stood the method. This further suggests that the im- 
plementation of such a complicated method requires 
considerable capacity in terms of trained personnel, 
resources that are very scarce in a low-income coun- 
try, especially in remote areas where the method was 
to be implemented. 

Both factors mentioned, lack of local data and lack 
of methodological skills at local level, are difficul- 
ties, which might be due to the employment of a 
rather mechanistic implementation model such as the 
diffusion model [1]. This model anticipates a simple 
one-way process, without many disturbances by par- 
ticular local conditions. 


4.2. Extrinsic factors 


Whereas intrinsic problems could have contributed 
to difficulties in understanding and using the BoD/CE 
method, it is unlikely that these difficulties could ex- 
plain all the discrepancy between what the intervie- 
wees said and what they actually did. This may be 
explained as extrinsic problems related to the method. 

Before the exercise, some 70% of district health 
budgets were earmarked. Resources could then only 
be reallocated to a limited extent. Additional resources 
were made available to the districts by one of the 
World Bank funded projects in order to cope with this. 
Therefore, funding gaps should not have been a ma- 
jor constraint. Earmarked funds could however have 
contributed to relative over-funding of interventions 
against particular diseases such as AIDS. 

Furthermore, some interventions were cheaper 
though not necessarily more cost-effective. The fact 
that a disease was responsible for a certain amount 
of burden did not automatically imply that the budget 
allocation for this disease should be brought to the 
same percentage level of the budget as the BoD/CE 
calculations. Pneumonias among children (‘common 
childhood illnesses’) constitute, for instance, a sig- 
nificant proportion of BoD but a lesser proportion of 
the budget. Since each case is fairly cheap to treat, 
significant increases of its budget proportion would 
not follow from applying the BoD/CE principle. 

In addition, lack of logistics and low absorption ca- 
pacity made it difficult to decrease the discrepancy be- 
tween disease burden and funding for malaria. One of 
the main interventions against malaria transmission is 
the use of impregnated mosquito nets. The nets and 
chemicals to impregnate them were at the time not 
readily available, and creating a system for impregnat- 
ing and distributing them was a process that required 
time. 

From the beginning it was not clear whether the 
method would be used as a strategic or operational 
method. In other words, would it be used for long-term 
as well as short-term planning? Given the lack of ac- 
curate data already mentioned, it seems very difficult 
to use the method for operational, short-term planning 
and budget allocation. Such planning requires accu- 
rate, detailed, and timely data. 

The overall question on BoD/CE is whether it 
should be used as an instrument for resource allocation 
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or for the selection of suitable interventions. Diffi- 
culties use BoD for priority setting have been shown 
previously [17-20]. Difficulties to establish costs for 
interventions against particular diseases made the ba- 
sis for CE questionable, which seems to correspond 
to observations elsewhere [21]. 

Launching BoD/CE as a budget allocation instru- 
ment in Uganda was carried out in a very top-down 
fashion, and without much regard to the context where 
it was to be implemented. Although it was intended as 
an overall tool for planning and budget allocations at 
district level, one single aspect of planning dominated 
the model, namely technical rationality/effectiveness. 
However, implementation of health services also in- 
volves other important aspects than technical rational- 
ity. There has to be accountability to the users of the 
services or their representatives. This is particularly 
critical in a country like Uganda, which has undergone 
one of the most thorough government decentralization 
processes on the African continent. Political priorities 
at local level often differ from the ones at national 
level. Equity issues have also to be included in the 
process of health policy. Disease groups like condi- 
tions leading to maternal mortality, conditions leading 
to disabilities or emerging diseases, such as AIDS and 
mental disorders, are likely to rank low on the BoD 
scale and require other justifications to be prioritized. 

During the period when this study was carried out, 
no major disturbances of political, economic or social 
character appeared. The health care system was func- 
tioning under its normal circumstances. It is therefore 
not likely that any other major extrinsic factors had 
any influence on the results. 

The introduction of BoD/CE in Uganda could be 
seen as a diffusion of ideas from the global commu- 
nity, via the national level, down to the implementa- 
tion level, the districts. However, the power exercised 
by the World Bank, the lack of space for negotiation 
at national level, and leaving out the politicians at dis- 
trict level, were the main factors that enabled the in- 
struments of BoD/CE to be implemented quickly and 
without significant adjustments. The introduction took 
place without major connection to prevailing norms, 
and with very little room for negotiations. While the 

method was first accepted, other considerations were 
to be accommodated during the implementation pro- 
cess in the districts. The final budgets, and even more, 
the actual expenditures can be seen as results of nego- 
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tiation processes where other rationalities have been 
considered, and in some cases integrated as guiding 
principles. This is the translation process. 

There is reason to question the prevailing very 
strong expectations regarding the possibility to im- 
plement the new policies by means of a smooth dif- 
fusion process guided mainly by tools based on pure 
technical rationality, such as BoD/CE. Other rational- 
ities, which depend on the context, will compete with 
technical rationality. An example in our study is the 
increasing support for prevention and treatment of 
HIV/AIDS. Despite this entity ranking low on BoD, 
it still got an increasing support, since funds were 
made available due to other rationalities than those 
captured in BoD. This situation, where different ra- 
tionalities compete, can be seen as an expression of 
a translation, rather than a diffusion, of ideas to the 
phenomenal world. 


4.3. Strengths and limitations of the study 


The main strength of this study was that we were 
able to obtain information directly from the source 
concerning budget allocations and actual expenditures. 
Bias in attitude towards a positive attitude revealed 
in the interviews could not be ruled out, since the 
World Bank, the main single source of funding to the 
health sector, promoted the approach. On the other 
hand, the respondents gave realistic accounts of the 
well-known limitations of the method, which gives 
us the impression that they basically tried to give a 
balanced account on their view on the method. 

The fact that the interviews were carried out before 
the outcome of the budget allocations and actual ex- 
penditures was known may have resulted in a more 
positive image of the method. However, the specific 
questionable issues regarding the method do not de- 
pend on the outcome and were not likely to have been 
affected by the timing of the interviews. 


5. Conclusion 


The BoD/CE method may be a useful instrument 
for identifying gaps in funding and for global, inter- 
national and national comparisons. The study pre- 
sented here suggests, however, shortcomings of the 
method, when used for operational level planning 
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and budgeting. Despite sufficient resources and con- 
siderable support from donors, the method did not 
work satisfactorily. Planning itself is a complex pro- 
cess that includes not only technical issues but also 
political, social, cultural as well as human right fac- 
tors. Maternal and neonatal health care do usually not 
rank high on the priority list derived from the BoD 
approach either, but values attributed to these areas 
still make them essential areas. The disease pattern is 
also dynamic and changes over time. AIDS may not, 
for instance, rank high on the BoD priority list, but it 
is an emerging and a tremendously rapidly increasing 
problem that is growing to a global disaster. The BoD 
approach seems to be too static a tool to capture such 
aspects. 

In our view, there are three paramount aspects that 
should always be included in policy implementation 
and when planning for health: effectiveness, equity, 
and accountability to the users of the health care sys- 
tems. BoD and CE address the effectiveness aspect. 
While technically rational methods like BoD/CE de- 
rived methods have a role to play, they should be trans- 
lated to the local context and possibly be combined 
with other methods that address equity and account- 
ability. An increased involvement of the peripheral 
parts of the health care system, and most likely the 
target population itself, is needed to accomplish this. 
BoD/CE may be better suited as a strategic tool rather 
than one that deals with detailed workplans and bud- 
gets, especially in a low-income country like Uganda. 
Pure rationalistic measures may have far-reaching 
effects and need to be dealt with care, a caution 
which has also been pointed out by other authors 
[22-25]. 

The major strength of the BoD entity is that it is 
more of an analytical concept than an instrument for 
resource allocation at operational level. The concepts 
of BoD and CE still have a lot to offer when it comes to 
understanding the relationship between the impact of 
ill health on one side, and the availability of treatments 
and resources on the other. 


6. Exchange rate 


In January 1996, US$ 1 corresponded to approxi- 
mately 1050 Ugandan Shillings (Ministry of Finance 
and Economic Planning). 
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